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ABSTRACT

Following the identification of a need for a common prenatal education curriculum in the
niawarra area, this research project was developed to formulate, implement and evaluate
such a curriculum. The evaluation focused on whether prenatal educators and their clients
would view the draft curriculum and its content favourably.

The study also aimed at determining whether the clients' attitudes, health behaviours, and
knowledge toward pregnancy, childbirth, and parenting changed as a result of being
exposed to classes in which the draft curriculum was used.

Seven prenatal educators implemented the draft curriculum in their prenatal classes and
participated in the evaluation. Both qualitative and quantitative research methods were
used to elicit answers to the research questions. A quasi-experimental design was used to
determine if the clients' attitudes, health behaviours, and knowledge changed during the
course of the study.
The results of the study demonstrated that the draft curriculum was a valuable resource to
prenatal educators, the aims and objectives were realistic and achievable, and the content
was viewed favourably by both educators and clients. The knowledge base of clients
increased following exposure to the draft curriculum, however, minimal changes were
detected in their attitudes and heath behaviours.

Following the completion of the study the prenatal education curriculum was amended to
reflect the evaluation of the educators and clients who participated in the study.

This is to certify that the work presented in this thesis
has not been submitted to any other University or
Institution for the award of a degree.

Mary C Martin
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CHAPTER 1
INTRODUCTION TO PRENATAL EDUCATION
Prenatal education in Australia has evolved over the years from sporadic instruction
included with prenatal care to formal classes for groups of expectant families. Since the
inception of prenatal classes the educational concepts presented in them have virtually
gone unchanged. Topics such as preparing for and coping with labour, and care of the
baby were initially, and are still, the major focus. However, changes of content within
these topics have occurred as a result of advances in obstetric technology and midwifery
care.
A major change has occurred in the philosophy underpinning the presentation of prenatal
classes. This is reflected in a movement away from the provision of medical facts, to an
emphasis on the family unit being a priority. Today the purpose of prenatal classes is not
only to inform the family of the usual hospital practices but to provide an educational
forum where the family may explore their relationship and attitudes toward parenting.
The family is encouraged to take responsibility for their pregnancy and to participate in
the active management of the birth of their baby.
This new focus is reflected in the present aims of prenatal education. These aims for
expectant women are numerous and are related to improving knowledge in relation to
health, improving lifestyle practices, reducing anxiety, and improving attitudes towards
pregnancy, childbirth and parenting (Cranston, 1980; Sasmor & Grossman, 1981;
Nordholm & Mühlen, 1982).
Coussens and Coussens (1984) concisely expressed the aims of prenatal education as:
1. Education and preparation of the expectant mother for
labor, delivery, and child care.
2. To relieve anxiety and thus increase relaxation during
labor and delivery.
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3.

To reduce or abolish birth pain or pain perception, thus
reducing the need for analgesia and anesthesia.

4.

To allow the expectant mother to experience an awake,
alert state during the birth process, thus allowing
"immediate" contact with the infant in order to facilitate
bonding, (p. 338)

Myles (1981) was more expansive in her statement when she indicated her aims as:
A. Physical and Mental Health Education.
To give instruction on how to achieve ... physical fitness,
by healthy living and good nutrition ...
To provide sympathetic assurance and understanding,
aiding the woman ... during pregnancy, in labour and in
caring for her child.
To give suitable advice regarding the fears and anxieties
that disturb prospective parents, often due to lack of
knowledge.
B. Preparation for Childbirth.
To employ ... means of communication in presenting the
appropriate methods of coping with the stress of labour
To inform regarding the elementary processes of
childbearing ...
To assure regarding the provision of emotional support.,
and the use of... pain relief during labour ...
To integrate the instruction given during pregnancy with
the realities of labour...
C. To arrange for and give instruction in Baby Care.
D. To discuss subjects that concern inexperienced parents ...
(p. 735-736)
These two examples are typical of what is found in the literature, and although expressed
somewhat differentiy, commonalities of aims are evident. This leads to similarities in
content of prenatal education courses which includes material conceming preparation of
the woman for labour, childbirth and caring for the child, reducing anxiety, and relieving
the pain of labour. Although similarities exist in both the aims and content, it is the

emphasis on continuity of course curricula that may be considered a problem in prenatal
education and as such represents a focus for this study.

It would appear from the professional literature that many factors influence the success
of a prenatal education program including the preparadon and ability of the educator
(Brady, 1987), the willingness of the family to learn (Petrowski, 1981) and the
environment in which the program is offered (Print, 1987).

The curriculum presented to clients is a major factor influencing the success of a prenatal
education program and it was through the examination and discussion associated with
curricula used by prenatal educators in the Illawarra that the impetus for this study was
developed. The study involves an attempt to design and evaluate a common curriculum
for prenatal educators. Success with this project would provide an initial attempt to
develop a common curriculum suitable for use throughout a broader community such as
the state of New South Wales.

In the public sector, curricula may vary dramatically from organisation to organisation,
and generally littie has been done in terms of curriculum development. The lack of
curriculum development may not be such a problem in the private sector whereby
prenatal education is provided within a stable philosophical framework and approach, for
example, the use of Lamaze principles. However, in prenatal units, where educators are
free to conduct courses which reflect a personal philosophy, a problem may present. In
such a case the educator may be inclined to emphasize one particular aspect of prenatal
education such as the promotion of fitness during pregnancy to the detriment of other
important topics. The emphasis of one particular aspect may fulfill the personal needs of
the educator rather than the needs of clients.

Compounding inadequate curriculum development may be the indirect impact of
untrained personnel. A circumstance where this problem may occur would be when a
midwife is required to conduct prenatal classes as part of her employment duties without
formal prenatal education preparation and adequate guidance.

To address this issue of curriculum development, this study was conducted to examine
construction, implementation and evaluation of a common prenatal education curriculum,
and to determine the feasibility of the curriculum's acceptance amongst the prenatal
profession working in public hospitals. Given that this attempt to develop a common
prenatal curriculum was the first of its kind, it was decided to conduct the study within
the confines of the Illawarra region of New South Wales. Although the Illawarra is
comparable in many ways demographically to other areas, it is unknown whether levels
of availability of prenatal education and curricula are similar.

Background
Development and Availability of Prenatal Education
When prenatal education classes first became available is difficult to ascertain, however,
they appear to have been firmly established by the late 1940s and have developed in such
a way that currently, prenatal education classes are widely accessible to the public
through private organisations and government health agencies. At the turn of the century
midwives and obstetricians provided their clients with information regarding pregnancy
during the woman's prenatal visit. This practice continued with the opening of prenatal
clinics in public hospitals, the first prenatal clinic being opened in Sydney, Australia in
1912(Myles, 1981).

After World War II, prenatal education came into its own right as a professional
discipline with formalized prenatal instruction being developed and provided to clients in
formal class settings. This represented an important move away from the ad hoc,

sometimes careless provision of information which may or may not have occurred during
periodic prenatal visits (Roberts, 1976).

Several factors facilitated the development and availability of these classes including the
baby boom, the development of methods of childbirth preparation suited to formal class
presentation, and increased public interest in prenatal classes. As public awareness of
prenatal class availability was raised, classes gained popularity. A concomitant demand
by families for information about childbirth added to the development of prenatal
education. Not only did the classes become increasingly available in the public health
system, they also developed in the private sector.

Eventually persons with a keen interest in prenatal education formed professional
community interest groups. Some of these groups were related to traditional para-medical
professions while others developed out of private sector involvement. These interest
groups provided further impetus to the development of prenatal education and assisted
with its expansion (ACEPA Task Force Report, 1987).

Although it is known that prenatal education expanded in both the private sector and in
government health agencies over the last thirty years (Perkins, 1979; Sasmor &
Grossman, 1981; ACEPA Task Force Report, 1987; Martin & Patterson, 1987) the
availability of classes at any point in time is in a constant state of flux as govemments
close maternity units whereby prenatal classes cease to be available. No empirical data is
available to assess the adequacy of availability, or otherwise, of prenatal classes across
the country. One study conducted in the Illawarra reviewed prenatal education in terms
of availability, numbers of educator's involvement, and public and private sector
involvement, and concluded that in the Illawarra area of NSW, adequate numbers of
classes were available (Martin & Patterson, 1987). However, no external validity was
claimed for this study.

Review of Effectiveness
The effectiveness of prenatal education has been widely researched. Much of the
research centred around labour outcome such as length of labour, amount of analgesia
usage, and levels of anxiety and enjoyment of the labour experience. Other research
studies examined factors such as satisfaction with classes, while others reviewed the
degree of change in knowledge and lifestyle such as smoking, exercise and diet practices
as a result of attending prenatal classes. The results of these studies tend to show general
positive gains from prenatal education. A measure of success of any program is the
achievement of its goals and aims, and this has been the focus of much prenatal education
research concerning labour outcome, attitudes, health behaviours, parenting, and
knowledge.

Labour outcome.
A number of research programs have studied the relationship between attendance at
prenatal education classes and the outcome of labour; in particular the length of labour,
pain perception and relief, medical interventions during labour, and levels of anxiety and
enjoyment during labour.

Prenatal education generally does not include reducing the length of labour as an aim;
however, several research studies have been done in which this has been the focus.
Marginal differences in the estimated length of labour for a nullipara do exist, for
example, Ladewig, London and Olds (1986) and Burroughs (1986) give 14 hours,
whereas Myles (1981) and Beischer and Mackay (1986) give 16 hours.

There is conflicting evidence as to whether prenatal education which includes
psychoprophylactic preparation for childbirth can in fact assist in reducing the length of
time a woman spends in labour.

Zax, Sammeroff and Famum (1975), Charles, Norr,

Block, Meyering and Meyers (1978), Hughey, McElin and Young (1978) and Nordholm

and Mühlen (1982)

report that no significant differences were found in the length of

labour between attenders and non-attenders of prenatal classes where psychoprophylaxis
had been included.

In Sweden a study by Bergstrom-Walan (1963) revealed contrary results. In his study
the average duration of labour was 14.12 hours for attenders and 17.20 hours for nonattenders of prenatal education.

However, Bergstrom-Walan argues that a shorter

duration of labour for attenders may be explained in terms of anxiety effect, that is, a
woman who has taken the prenatal course feels less apprehensive about labour, and
consequently stays home longer than the expectant mother who had not attended classes
resulting in the documentation of a shorter labour. Another case where non-attenders of
prenatal classes had a significant shorter second stage of labour was reported by Gunn,
Fisher, Lloyde and O'Donnell (1983). When confounding variables of race, age, and
socio-economic status were removed the results remained the same.

Another focus of the literature in regard to labour outcome includes the need for pain
relief during childbirth and pain perception of labour. A study by Zax et al. (1975) of 70
primiparous and 48 muciparous women who elected to undertake a six week prenatal
education program, analysis of data revealed that during labour the trained multiparous
women received smaller doses of analgesia than the untrained multiparas. Although a
smaller percentage of the trained primiparous women received analgesia as compared to
the untrained primipara the difference was not statistically significant.

Similarly, an investigation by Hughey et al. (1978) of women attending prenatal
education classes, which included a component on Lamaze childbirth preparation, found
that the trained women appeared to receive pain medication less frequently than the
controls, although the differences were small.

A study by Charles et al. (1978) showed approximately one third of both the prepared
and the unprepared primigrávidas received no analgesia or regional anaesthesia during the
first stage of labour. Their investigation included variables such as primíparas and
multiparas, and stated "in delivery, both primigrávidas and multiparas who had taken
classes are more likely to have only a local infiltration or pudendal block anesthesia for
delivery than are the unprepared women" (Charles et al. 1978, p. 48). However it is not
clear whether the unprepared women in the study received more or less analgesia, or a
different form of analgesia than the prepared women.

The perception and observation of labour pain, although difficult to measure, has been
the object of several research studies. There is much evidence to suggest that attendance
at prenatal classes, which include a component of preparation for labour and coping with
labour pain, actually lessens pain perception and the need for analgesics. Cogan (1980)
cites many studies in which less pain relieving medication was required during labour for
women who had received prenatal education.

Lawrence's (1985) study set out to analyse whether prenatal physiotherapy coaching had
any positive effect during labour and birth, namely, reduced the perception and
observation of pain during labour. Subsidiary hypotheses looked at the relationship
between labour pain and variables such as maternal age, height, occupation, birth weight,
apgar scores and labour augmentation. Lawrence concluded that prenatal training made
no difference to the levels of perceived pain during labour. Trained women required less
analgesia and a delay in the progress of labour and the degree of difficulty of the delivery
increased perceived pain of the participants.

Interestingly a study by Gunn et al. (1983) of women who attended prenatal classes
showed no significant differences in the type of pain relief, medication used or the
perception of pain during labour compared with non-attenders. The study reviewed the

impact prenatal education had on the quality of labour and delivery. The profile of
women attending the classes under review was very typical, that is to say, the women
were approximately six months pregnant with their first child and the topic which had the
greatest attendance was labour and childbirth.

Gunn et al. (1983) state that attendance at a prenatal clinic is "generally considered to
favourably influence the outcome of pregnancy and delivery" (p. 53). That is, less
medical intervention and need for pain relief are required. However, the findings of
Gunn et al. showed no evidence that attending prenatal classes ensured an easier or less
complicated birth which is a common assumption among women attending classes. In
fact the data showed that non-attenders of prenatal education classes required
significantly less low forceps deliveries.

One of the confounding factors regarding the need for analgesia in labour is whether the
woman in childbirth can actually use the principles of psychoprophylaxis to maintain
control of the pain experienced. It was this factor that Copstick, Hayes, Taylor and
Morris (1985) investigated, analysing data from 60 primiparous women who had
attended prenatal classes. The results showed that the majority of mothers used both
breathing and postural coping techniques at the onset of contractions, and when they
were established on the labour ward. However, over half of the participants elected for
epidural anaesthesia as the labour intensified. Of the women who did not use epidural
anaesthesia over half were not using any coping techniques by the time they entered the
second stage of labour. The results outlined give the indication that the need for
analgesia and the ability of the woman to self-manage pain having undertaken a course of
prenatal education are inconsistent.

The obstetrical outcome of childbirth is dependent upon many factors including parity,
gestation, age, health status, the presence of underiying medical conditions and past

obstetrical outcomes to name a few. Several studies have been done where a correlation
between obstetrical outcome and prenatal education has been analysed.

Consistent with the results of Gunn et al. (1983), other researchers have found that there
has been less or no difference in medical intervention among attenders and non-attenders
of prenatal education classes. Bergstrom-Walan (1963), Charies et al. (1978), Hughey
et al. (1978), Cogan (1980), and Nordholm and Muhlen (1982) all cite no difference in
the rate of forcep deliveries among attenders and non-attenders of prenatal education
classes.

Medical intervention and other complications of pregnancy during childbirth have been
associated with high anxiety levels. "Much attention has been focused on preparation
during pregnancy as a way of increasing the woman's ability to cope during childbirth,
decreasing her experienced stress, anxiety, and pain, and imparting satisfaction with the
child-bearing experience" (Olds, London, & Ladewig, 1984, p. 406). Prenatal education
classes have been shown to have a positive effect on the birth experience by reducing
levels of anxiety (Cogan, 1980).

The effect prenatal education has on anxiety during labour has been rated by BergstromWalan (1963) according to four variables:
a)

the mother rated her own anxiety,

b)

observation of the mother's behaviour by the midwife,

c)

administration of sedatives, and

d)

changes in blood pressure.

The ratings by the mothers showed that the trained group experienced less anxiety during
labour.

This finding was supported by the observations of the midwives who

consistently found the experimental groups to be calmer than the control groups. An

objective measure of anxiety, the administration of sedatives was significantly less
among the experimental groups, and indeed when the comparison was confined to one
group, the level of significance rose. The other objective variable used was blood
pressure recordings taken upon arrival in labour ward and late in labour. The difference
between the blood pressure recordings on arrival in labour ward of the groups was
insignificant, however, a significant difference emerged with the second group of
readings recorded between contractions late in labour. The second group of blood
pressure readings were higher among non-attenders which was indicative of higher levels
of anxiety.

Levels of anxiety were also measured by Zax et al. (1975). Analysis of data collected
prior to prenatal education showed the educated multiparas were more anxious than the
educated primiparas. Data collected after prenatal education showed the primiparas were
more anxious than the multiparas. The training period appeared to have reduced the level
of anxiety in multiparas but not in primiparas.

As previously documented, satisfaction and enjoyment of the birth experience has also
been a focus of prenatal education. "Most women report that they take classes ... not for
obstetric reasons, but to improve their experience of childbirth ... to increase enjoyment"
(Charles et al. 1978, p. 49). The greatest difference in this study was in the degree of
enjoyment derived from the birth. According to a twenty point enjoyment index, the
women who had been prepared for the birth had a mean of 14.8, whereas the unprepared
women had a mean of 11.1.

Enjoyment and satisfaction with the birth experience as documented by Cogan (1980)
may be enhanced through prenatal education. Nordholm and Muhlen (1982) included in
their study attitudes toward childbirth, in particular satisfaction with the birthing
experience. They hypothesized that women who had attended prenatal classes would

have "more positive and enlightened" (p. 4) attitudes towards childbirth. However,
although the women who had attended classes felt more prepared for the birth, they did
not feel more satisfied with their part in the birth.

A contributing factor to the feeling of satisfaction with the labour experienced by a
woman, is the sharing of that experience with a partner. Nordholm and Muhlen (1982)
analysed whether there were any significant relationships between having attended
prenatal classes and variables related to the management of the birth. The only
relationship which showed any statistical significance was that women who had attended
prenatal classes were more likely to be accompanied by their partner at the birth.

Attitudes.
The aims articulated earlier in the chapter do not suggest that prenatal education attempts
to change attitudes of expectant women. Reports from Zax et al. (1975), Charies et al.
(1978), and the literature reviewed by Cogan (1980) have provided supportive data
regarding the relationship between positive attitudes to childbirth and parenting and
prenatal education classes. Zax et al. in particular found that multiparous women had
good attitudes prior to prenatal education and that there was a major improvement among
primíparas. They also found that trained multiparous women had significantly more
positive attitudes to their babies than untrained multiparous women.

Psychological and attitudinal characteristics as described by Charles et al. (1978) were
correlated with pain perception and enjoyment of labour experience. Women who had
attended prenatal education classes were found to have a high positive self-concept, were
more likely to agree with statements emphasising companionship and affection as
descriptive of their marital relationship, have slightly stronger feelings of personal
competence, and were less likely to favour traditional roles for men and women.

Health behaviours.
Traditionally prenatal education has aimed to provide expectant women with information
regarding pregnancy and what to expect or to experience during the labouring period.
There is evidence to suggest that an aim was to change or improve attitudes or life style
practices which affect their personal health.

Expectant families undergo a period during their life when they are very willing to learn
and are receptive to changing their lifestyle:
This enhanced level of motivation is a result of many factors; the
physical changes associated with pregnancy, the sense of
responsibility to the fetus, the sense of responsibility as a parent the primary socialiser, the strong role of model for the child:
(Ciliska, 1983, pp. 215-6).
As a result of this willingness to learn, many women change their lifestyle, which in turn
may positively affect their health. Many of these changes have been thought to be a
result of attendance at prenatal classes. The literature reviewed attests to the fact that
inclusion of education on smoking, diet and exercise can effect a woman's lifestyle
practices while she is pregnant.

Ideally prenatal education classes should be offered eariy in the pregnancy to maximize
potential changes to lifestyle. Ciliska (1983) reviews such a program, outlining the
various content areas which contribute to a healthy pregnancy. The main emphasis of
these classes was nutrition, smoking, and exercise. Self check lists were employed by
the participants attending the classes to assess their nutritional intake compared to that
recommended during the class. The hazards of smoking and passive smoking were
emphasised, and exercises specifically for pregnancy and labour were taught. The
participants were encouraged to keep a diary of their health practices which served as an
incentive to modify any areas which could be harmful to the developing fetus and the
mother.

The self-reports indicated that change was greatest in relation to diet, in particular the
consumption of salt, fat, and refined carbohydrates. An increase in physical activity and
reduced cigarette smoking was also reported. The long term effects of the program
offered by Ciliska (1983) have not been documented and the need for formal recording,
long-term follow-up, and a controlled experimental design was expressed.

Another prenatal education program which emphasized diet, smoking, and alcohol
consumption was examined by Allen and Ries (1985). A pre-test to ascertain prepregnancy practices was administered and following the educational program a post-test
was conducted. Dependent t-tests were used to compare alcohol consumption, smoking,
and dietary practices prior to pregnancy and also to compare health behaviours and diet
knowledge after the educational program. Pearson product-moment correlations showed
the degree of relationships between diet practice and knowledge.

Allen and Ries (1985) concluded that alcohol consumption decreased significantly with
pregnancy and further still after the educational program. Smoking behaviour also
changed, with 60% of the smokers giving up during pregnancy and further 13%
reducing smoking after participation in the educational program. Nutritional knowledge
was shown to have increased by the time of the post-test. Dietary practices changed
during pregnancy, however the post-test failed to reveal any changes in diet quality
following the educational program.

Nutrition counselling introduced as part of the prenatal care was the basis of a study by
Orstead, Arrington, Kamath, Olson and Kohrs (1985). In this study, women who
attended both a prenatal clinic and a class on nutrition, formed the control group and
similar women attending the clinic who were given additional nutritional counselling at
each clinic visit, formed the experimental group. This study revealed that as a result of
nutrition counselling, the experimental group had an improved weight gain of 2.5

kilograms more than the control group. Together with increased maternal weight gain
there were fewer low birth weight infants. Those participants who attended the clinic
earlier gained more weight as they received more counselling. The study showed that
supplementing prenatal education classes with nutrition counselling at clinic visits proved
to be cost-effective, in that fewer babies required intensive nursing care as a result of
being low birth weight.

Parenting.
Childbirth and the transition to parenting can be an extremely stressful period. By
enhancing the relationship of the family during this period, through prenatal classes,
Woolery and Barkley (1981) demonstrated that the stressors can be minimized.

The

inclusion of discussions of the normal emotional changes associated with childbearing
forms a critical component of prenatal education classes. Exercises in relationships had
been met with enthusiasm by families attending prenatal education classes and resulted in
smoothing the transition to parenthood for the attenders.

Breastfeeding forms a significant part of parenting. In Australia 85% of women leave
hospital breastfeeding, but only 54% continue to do so after three months, and 40% after
six months (Palmer, 1985).

Contemporary prenatal education classes promote

breastfeeding through its inclusion in the curricula being offered.

Breastfeeding education has focused on the giving of information without taking into
consideration the dynamics of learning (Hewat, 1985).

Hewat believes that the

affective, cognitive, and psychomotor processes of learning, all need to be utilized in
prenatal education classes to enhance successful breastfeeding.

The practicalities of using learning processes such as the affective and cognitive
components are outlined, in particular their relationship to prenatal education. Women's

attitudes and feelings need to be explored prenatally together with the fathers' beliefs as
they play a vital role in determining the outcome of breastfeeding. Hewat (1985) believes
this can be facilitated through prenatal education.

The cognitive component is well developed in prenatal classes and includes physiology,
emotional and social factors that influence establishment of lactation, infant contributions
to breastfeeding success, the types of problems encountered, and partner support which
encourages successful breastfeeding.

Prenatal classes are an important start in

developing breastfeeding as part of the changing lifestyle to parenthood. Once a sound
knowledge and understanding

of breastfeeding is established, future learning post-

natally may be enhanced.

Another focus of parent craft is the safety of the child.

In New South Wales it is

compulsory for babies and children to be restrained in approved child safety seats while
travelling by car.

Research has shown that couples who have instruction in child

restraints are more likely to comply with legislation (Goodson, Buller & Goodson,
1985).

In the trial by Goodson et al. (1985) at two hospitals 78 of 136 couples received a special
30 minute instruction program on child safety seats. Four to six months post-partum all
parents were interviewed by telephone as to current child restraint practices. When asked
how their child rode during their most recent car trip, 96% of parents who received the
special curriculum said they used a crash-tested child car safety seat compared with 78%
of those who had not received the curriculum. At hospital B where demographic factors
often associated with low compliance had been reported, use of child safety seats rose
from 60% before the curriculum to 94% after the curriculum. Thus specialized prenatal
education is seen to be associated with higher parental compliance.

Determining the optimum time for teaching parent craft or parenting has been difficult.
The debate over this issue has produced varying results, from early in the pregnancy
(Bruce, 1965), middle of the pregnancy (Nunnally, 1974), to late in the pregnancy
(Roberts, 1976). A study to determine if differences exist in pregnant women's desire to
learn parenting during the prenatal period was conducted by Bliss-Holtz (1988).
Specifically the study examined whether the desire to learn differed during the three
prenatal periods early, middle, and late pregnancy, and whether there were differences in
the pragmatic and psychological components of the desire to learn during these periods.

An open-ended interview schedule which included questions on child care experience
was used to survey 189 primipara women. A coding instrument was developed which
enabled responses to be coded according to psychological or pragmatic components
regarding desire to learn. The results of the study demonstrated that an overall difference
regarding the desire to learn parentcraft did exist among the three groups. The group in
late pregnancy were most desirous to learn (Bliss-Holtz, 1988).

Knowledge
Changes in lifestyle and developing sound skills for good parenting requires the retention
of knowledge. Knowledge retention gained through visiting a prenatal clinic in a
discussion by Trust and Oatley (1984) has been associated with autonomic arousal.
Thirty women attending a prenatal clinic were included in a study where they were
presented with information regarding diet, constipation, relaxation and mothercraft
classes, shared care between the clinic and the woman's general practitioner, a booklet on
labour, two topics on reasons for and results of blood tests, and directions as to who to
get in touch with in case of problems. This information was presented to the participants
by a midwife after completion of routine prenatal care including the woman's pulse. At
the completion of the prenatal clinic visit the participants recall of facts was tested and
their pulse measured.

The mean pulse rate of the women at the commencement of their prenatal clinic visit was
significantly faster than at the completion of their visit. Correlations between pulse rate
and recall of information received during the prenatal visit showed that the smaller the
drop in pulse rate the higher the recall score. Further analysis showed that items given
early in the information were remembered best, and those given at the end were
remembered next best. Trust and Oatley (1984) stated that preoccupation with stressors
of attending the prenatal clinic may compete with attainment of important information
relating to health. With this in view there exists an important role for formal prenatal
education classes which may be attended when the woman is receptive to learning and
stressors minimized.
Knowledge attained by pregnant women attending prenatal classes compared to
pregnant non-attenders was the basis of Husband's (1983) study. A group of fifty
primiparous women participated in the study and were grouped according to age, social
class, economic status, and educational attainment. Although 85% of the participants
expressed a desire to attend prenatal education classes only 46% attended the classes
offered. The pre-test was administered to the 50 participants but only 39 were able to be
traced for the post-test. The percentage gain in knowledge for the total group was two
percent, however, when divided into attenders and non-attenders a different picture
emerged. Attenders' mean score rose 10% which was statistically significant while nonattenders' mean score dropped four percent.
Prenatal care.
As noted previously, prenatal care by a doctor or midwife has a role in the education of
the expectant mother. Bennett (1983) in outlining the average regime of prenatal care
stresses the importance of client education.

Education regarding changes in the client's body and alerting the client to the support
networks available is often given during clinic visits. Bennett (1983) also stresses the
importance of prenatal education through formal classes. However, much of the material
recommended for inclusion in classes by Bennett is probably best suited to clinic visits,
for example, dealing with minor discomforts of pregnancy. Bennett does include some
appropriate topics for formal classes such as diet and healthy lifestyle practices. This
paper demonstrates how prenatal care and prenatal education can be presented
synonymously even though there are distinct differences between the two.

Client satisfaction with the care received at a public hospital prenatal clinic was the focus
of Kirke's (1980) paper . The emphasis of client satisfaction is centred on staff-patient
communication. Half the mothers mentioned some failure of communication. There was
a significant association between satisfaction with communication and overall satisfaction
with care. Although mothers who did not know why procedures were carried out
generally wanted to know, they did not ask. Prenatal classes offer a non-threatening
environment in which clients are encouraged to ask questions. Clients often use classes
as a means for gaining information about treatment received during visits to the prenatal
clinic or obstetrician. The need for health professionals to see effective communication
with patients, is an integral part of health care and education.

Over the years the effectiveness of prenatal education has been researched according to a
multiple of variables related to the aims of prenatal education. The literature is generally
supportive of prenatal education showing positive gains in health behaviours, reduced
pain perception and the need for analgesia during labour. The historical review of
availability of classes clearly demonstrates strong growth and continued acceptance by
the public, and health professionals. One of the problems although the aims are similar,
is an overall lack of consistency in what is taught with the policies and practices of
maternity units, which may lead to confusion and distress by the client during childbirth.

Curriculum for prenatal classes.
There is limited professional literature available as to the content of prenatal courses. To
gain some idea of content one has to refer to the texts or the literature handed out to
clients. When reviewing this literature it becomes clear that the content outline is very
different from one organisation to another (Martin, 1986). One of the reasons for the
inconsistencies in the study results is the wide differences in the curriculum philosophical
underpinnings, content, and presentation. Some organisations fail to mention content
such as nutrition, smoking and drugs, however, they devote considerable content to pain
relief in labour. This does not necessarily mean that the former areas are not covered,
educators just fail to mention them in their course outlines.
The major differences in content appear to be in relation to labour, relaxation and
exercises and the attainment of mothercraft skills. The number of sessions devoted to
labour may vary from two to four, and mothercraft from one to four. Relaxation and
exercises for pregnancy may be covered in every session, so the client gains some
practice each week, or this topic may only be mentioned in conjunction with labour.
Midwives have expressed concem that the content of prenatal classes is often inconsistent
with the policies and practices of matemity units particularly the delivery suite (Prenatal
Workshop, personal communication, November, 1986). This lack of consistency in
content causes undue anxiety to the family and the midwife when confronted with
difficulties in labour. The manner in which prenatal education is presented is also varied
with some educators taking a medical model approach presenting facts in a mini-lecture
mode and others a more relaxed and laissez-faire approach which may fail to meet the
clients' needs.
An initial research study in the Elawarra by Martin and Patterson (1987) has shown that
prenatal educators have lacked knowledge in curriculum development and evaluation.

This lack of knowledge may be due to a number of factors. Prenatal educator training
programmes may not have emphasized the importance of curriculum development or
provided the educators with the appropriate knowledge or skills to carry out such an
endeavour. Or as in some cases, the educators may find themselves in an employment
situation, where, to conduct classes is part of the job description even though the
incumbent does not have the necessary background or training for such a task. As a
result of this situation differences in the content of prenatal classes being offered has
occurred.

A curriculum forms the back bone of any educational program and its development has
become an accepted part of professional responsibility (Nicholls & Nicholls, 1978). If
there is to be any impact upon clients' attitudes, health behaviours, and knowledge
during pregnancy, the timing, the nature, and the delivery of the curriculum, will be the
vehicle for this effect to occur. The lack of any professional work in curriculum
development and the subsequent lack of any satisfactory prenatal education curriculum in
the Illawarra form the impetus for this study.

Purpose
The study aimed to determine whether there was a need for such a document, and if so,
once developed if the curriculum contributed to prenatal education. The major purpose of
this research project was to design and evaluate a common prenatal education curriculum
suited to the needs of public hospitals in the Illawarra region.

The purpose of evaluating the prenatal curriculum was to ascertain whether the
curriculum was a useful document in prenatal education, and whether the objectives of
the curriculum were able to be met by the participating educators. A minor aim of the
evaluation was to determine whether attitudes, behaviours and knowledge toward
pregnancy, childbirth and parenting changed among clients attending prenatal classes

where the curriculum was implemented which may give an indication of curriculum
success.
Reasons for Study
There is evidence of the first prenatal education course being developed and presented in
the niawarra in 1962. As far as can be established, formal classes were not in existence
prior to this date, and pregnant women gained information regarding their pregnancy
from their doctor, midwife or the baby health clinic. Over the past ten years there has
been a gradual expansion of classes and currently the whole geographic area is covered.
Several organisations now take the responsibility for offering prenatal education in the
Illawarra. Of the large state wide or national organisations. Childbirth Education
Association and Parents Centres Australia have small branches. The public hospitals
with maternity units provide prenatal classes for public patients, and there are several
small independent groups offering classes.
Members of the above organisations attended a workshop conducted for prenatal
educators in the Illawarra. The purpose of the workshop was to establish a network of
prenatal educators and facilitate interaction, and discuss the nature of curriculum
presently being used. During the workshop concern was expressed at the diversity of
prenatal education curricula, lack of expertise of prenatal educators to develop suitable
curricula, difficulty in meeting the changing needs of their clients and lack of congruence
between the content of courses presented and the practices of maternity units. Some
prenatal educators present at the workshop expressed a lack of available time to keep up
with changes which occur in prenatal care and education. They expressed a desire for a
curriculum which would offer strategies in overcoming this problem. This concern
initiated a move, particularly amongst the public sector providers, to see if a common
curriculum for use in the pubUc hospitals could be developed.

Formulation of a common curriculum was seen to be in concert with other professional
developments such as standardizing accreditation procedures, standardizing various
curricula, for example, for diabetic educators (Gates, 1988), and the proposed national
education curriculum for schools in Australia. It was considered that if a common
curriculum could be developed, piloted and shown to be successful, that this could be the
foundation for similar curricula throughout the state in which interest has been expressed.
Due to the lack of a formal prenatal education curriculum and subsequent evaluation, the
study was implemented to overcome this deficit.
Research Goals
The major goals of this study were to;
1. Develop a draft prenatal education curriculum,
2. Implement and trial the draft curriculum, and
3. Evaluate the curriculum by answering appropriate research questions.
Major research questions investigated were:
1. Did prenatal educators who taught the draft curriculum view it favourably?
2.
Did clients who were taught using the draft curriculum view the content
favourably?
Minor research questions investigated were:
1. Did clients exposed to the draft curriculum improve their attitudes towards
pregnancy, childbirth, and parenting?
2.
Did clients exposed to the draft curriculum improve their health
behaviours?
3.
Did clients exposed to the draft curriculum increase their level of
knowledge of pregnancy, childbirth, and parenting?

Delimitations
The study was confined to the Illawarra Region south of Sydney, New South Wales.
This region consists of a coastal strip which stretches from Helensburgh in the north to
Kiama in the south, and is bordered on the west by the Illawarra escarpment and the
Pacific Ocean to the east. The population of the Illawarra was 293,743 (Australian
Bureau of Statistics, 1982) the majority residing in the city of Wollongong. This region
was chosen because of its accessibility and because of the administrative organisation of
the local health services.

The study was restricted to seven educators who were responsible for conducting
prenatal education courses within three discrete organisations, a public hospital, a
community health organisation and one educator in private practice. The number of
clients attending varied from course to course and totalled 90, of which 67 commenced
participating in the smdy, with 47 completing the study over a 12 month period.

Limitations
There were several limiting factors encountered in the study. All clients and educators
participating in the study did so on a voluntary basis excluding the possibility of
randomization. The common curriculum used was implemented over pre-existing
courses and in two cases had to be adjusted to meet pre-existing timetables, for example,
the curriculum which was designed to be conducted in seven sessions was stretched to
eight.

The social make-up of the Illawarra may limit generalities being made to a wider
population.

The Illawarra area is heavily industrialized, has high unemployment, and

consists of approximately 79 ethnic groups (personal communication, Illawarra Regional
Information Service, May 1988). As all classes were conducted in English, the

developed curriculum did not take cognisance of non-English speaking women being
participants in the study.
A limitation associated with the use of questionnaires is the failure of participants to
return the questionnaires (Parlett & Hamilton, 1976). This limitation needs to be
considered when attempting to generalize the study to other areas.
Definitions
The following terms have been used throughout the thesis and are defined as follows.
Client: a pregnant woman undergoing a course of prenatal education.
Curriculum: "... learning activities that are designed to achieve specific education goals"
(Bevis, 1978, p. 8).
Educator: a person who conducts prenatal education classes.
Family: the expectant woman, partner and offspring. Is used synonymously with the
terms parents and partner.
Multipara: a woman who has delivered two or more infants who have reached viability.
Post-natal: a period of six weeks after the birth of a baby.
Primigravida: a woman pregnant for the first time.
Primipara: a woman who has delivered a child which has reached the stage of viability.
Viability: in Australia is defined as a fetus which has reached a gestational age of 20
weeks or a minimum weight of 400 grams (Beischer & Mackay, 1986).

CHAPTER 2
THE DEVELOPMENT OF CURRICULUM
Theoretical Background of Curriculum Development
Prenatal education has been well established for many of years in the community.
However, the lack of a formal curriculum for use by educators in some organizations has
become evident. To overcome this deficit a curriculum was developed for prenatal
educators in the Illawarra region. When planning for curriculum development at any
level, knowledge of the process involved is necessary. A review of the literature assists
in providing the necessary knowledge basis for successful curriculum development.

The literature concerning curriculum development, design, models and evaluation
abounds. Much literature exists where the author describes curriculum development
experiences, applying various theories and designs, especially in the area of school-based
curriculum. However, literature on curricula for short health-based programs is not so
prevalent. None-the-less the basic concepts and theories of curriculum development can
easily be applied when building health programs.

Curriculum Development
Curriculum Definitions
Curriculum may be defined in many ways. The Oxford dictionary (1976) defines
curriculum as a "course" originating from the Latin 'currere - to run' as in the racing of
chariots. This may suggest that curricula are circuitous as an arena, and indeed this is
often suggested (Nicholls & Nicholls, 1978; Pratt, 1980; Print, 1987) when viewing the
stages and processes of curriculum development.

Tyler who has been viewed as the founder of curriculum development theory defines
curriculum as "all of the learning of students which is planned by and directed by the
school to attain its educational goals" (Print, 1987, p. 3). Tyler's definition appears

relatively structured, failing to make allowance for learning which takes place outside the
educational institution or as a side effect of the curriculum.

Bevis's (1978, p. 8)

definition "...the learning activities that are designed to achieve specific educational goals"
is similar to Tyler's in that it is goal directed.

From the definitions offered, it is evident that the main components of a curriculum are
the objectives or goals to which the learning is directed and the learning experiences the
student undertakes to achieve the goals. Print (1987) in reviewing definitions of
curriculum puts forward a definition:
... the planned learning opportunities offered to learners by the
educational institution and the experiences learners encounter
when the curriculum is implemented. This includes those
activities that educators have devised for learners which are
represented in the form of a written document, (p. 4)
In analysing his definition Print argues that the curriculum consists of the following
components:
1.

Planned learning experiences,

2.

offered within an educational institution/program,

3.

represented as a document, and

4.

includes experiences resulting from implementing that document.

The concept of curriculum development follows on from the definition of curriculum in
that it explains the process involved in preparing a curriculum. Nicholls and Nicholls
(1978) describe curriculum development as "the planning of learning opportunities
intended to bring about certain changes in pupils and the assessment of the extent to
which these changes have taken place" (p. 14). Print (1987) has similar views on
curriculum development describing it as the "process of planning, implementing and
evaluating learning opportunities intended to produce desired changes in learners" (p.
15). From these two definitions of curriculum development, the essential components are
the processes of planning, implementation, and evaluation.

Curriculum Models
Many curriculum developers view the use of a model of curriculum development as
essential in curriculum planning. The purpose of the curriculum model according to Wu
(1979) is to "insure that goals are congruent with the needs of the learner and society and
that the parts subsequently identified are interrelated so that the end result is a product that
functions in accordance with the intent of the model" (p. 14). Over the years several
models of curriculum development have evolved such as the linear, cyclical and
interaction models.
The linear model of curriculum development was first presented by Tyler (1949) with
other theorist such as Taba (1962) and Bevis (1978) forwarding similar but more
detailed approaches. The linear model consists of the steps in the process of curriculum
development following through in a sequential pattern. Tyler's model begins with the
curriculum objectives from which the other elements are developed in a systematic,
sequential manner. Kelly (1977) believes that the approach of the linear model does not
allow for inter-relatedness of the elements of the curriculum, that is, there can be no
moving from one element to another other than in a sequential manner. This can be
demonstrated by viewing Tyler's model of curriculum process presented in Figure 1.
Another example of the linear model for curriculum development is presented by Taba
(1962). In designing a curriculum model Taba suggests that there is an order to the
decision making process. All curricula consist of basic elements which guide the
curriculum developer through the process. Taba (1962) has refined and added to the four
basic elements of curriculum into seven discrete steps:
1. Diagnosis of needs
2.
Formulation of objectives
3.
Selection of content
4.
Organization of content
5.
Selection of learning experiences

6.

Organization of learning experiences

7.

Determination of what to evaluate and of the ways and means
of doing it. (p. 12)

Figure 1
Tyler's Model of the Curriculum Process
OBJECTIVES
1
SELECTING
LEARNING EXPERIF.NCES

A

ORGANISING
LEARNING EXPERIENCES

A

T

EVALUATION

What educational purposes
should the school seek to attain?
What educational experiences can be
provided that are likely to attain these
purposes?
How can these educational expreiences
be effectively organised?
How can we determine whether these
purposes are being attained?

In a cyclical model of curriculum development there is a link between all the elements of
the curriculum process. That is a link can be made between evaluation and planning or
any other combination of elements. Any change within one element will impinge on the
others resulting in a degree of change within all the elements of the curriculum. This type
of model has been proposed by Wheeler (1967) and Nicholls and Nicholls (1978). Print
(1987) describes the cyclical model as an extension of linear models in that they are
essentially logical and sequential, however, in the cyclical model the curriculum process
is seen as a continuing activity, constantiy changing and interrelating as new practices
become available.

Nicholls and Nicholls (1978) express the close relationship between the elements of the
curriculum which allow back reference to previous phases of the curriculum. Although
there is a logical sequence to Nicholls and Nicholls model and it is recommended that the

process commences with situation analysis, they express no reason why any of the other
phases should not be used as a starting point. This is the case when curriculum
development takes place over an existing program.
Figure 2
Nicholls and Nicholls' Model of Curriculum Process
situation analysis
selection
of objectives
evaluation
selection and
organisation
of content

selection and
organisation of methods

Nicholls and Nicholls (1978) view the concept of a cyclical model as having no one
starting-point, that is, it is a never-ending process (Figure 2), whereas Wheeler views the
phases as related and interdependent combining to form a cyclical process so that over
time the final phase affects the initial one. Wheeler believes the analytical breakdown of
the curriculum process into five phases as presented in Figure 3 is an over simplification.
In practice there is a back and forth movement between the phases, for example, learning
experiences and goals. This constant movement provides the inter-relatedness of the
curriculum process (Wheeler, 1967).

Figure 3
Simple Curriculum Process
1. Aims, goals and objectives.

5.Evaluation.

4. Organization and
integration of learning
experiences.

2. Selection of
learning experiences.

/

3. Selection of
content.

A third group of models of curriculum development is the interaction model or dynamic
model. Brady (1987) states that "curriculum development is a dynamic process which
can begin with any curriculum element, and these elements can be followed in any
sequence" (p. 64). A change occurring with one curriculum element will have a domino
effect and instigate changes in the other elements. Brady's diagrammatic representation
of the interaction model of curriculum development can be seen in Figure 4.

Figure 4
Interaction Mcxiel

Objectives

Selecting learning
experiences (content)

Evaluation

Organizing learning
experiences (method)

Print (1987) classifies Walker's Naturalistic Model for curriculum development as an
interaction model.

Walker's (1971) model consists of three elements, platform,

deliberation and design.

Platform, an element which forms the basis of the developmental process, consists of the
beliefs and values of the developer that guide the curriculum. The platform includes the
idea and vision of what the curriculum ought to be and so guides the developer in
realising this vision. Deliberation is the discussion of the ideas and visions of the
developers of the curriculum. During discussion each developer defends their vision and
in doing so, the design of the curriculum is formulated.

The final element of Walker's model is the curriculum design which forms the blueprint
for curriculum development. The design consists of all the sub-elements which will
formulate the end product such as objectives, content, learning materials and evaluation
(Walker, 1971).

Curricula Elements
Assessment
A closer examination of the elements which constitute the various curricula models
reveals similarities within these elements such as aims, content, learning activities and
evaluation. When these elements are further analysed, other components emerge such as
diagnosis, objectives and goals, assessment, selection of learning experiences, and
organisation of learning activities.

NichoUs and Nicholls (1978) believe that from diagnosis a discrete element emerges, that
of situation analysis. This element is a much broader and comprehensive approach to
diagnosis which has been included as an element of curriculum process. Situation
analysis is the analysis of all factors which influence the curriculum, such as the needs of
the students, teachers and community, and the environment in which learning is to take
place. Thus Nicholls and Nicholls view situation analysis as a major element of the
curriculum process and as a result it is expressed in their model (Figure 2).

Brady (1987) in viewing the element of diagnosis states that "only when the situation is
understood can a curriculum be developed to fulfil the potential of that situadon" (p. 22).
Brady describes both external and internal factors which affect the situation in which a
curriculum is developed. Some of the external factors discussed by Brady (1987) include
cultural and social change, educational system requirements, and the changing nature of
subject matter.

The expectations of parents and prospective employers together with cultural changes in
the migrant community and the industry of the community should all be taken into
consideration when building curricula. This factor is taken into consideration in prenatal
education curricula with changes in sex linked tasks of parents impacting on the teaching
of parentcraft. Educational systems may require that research and external examinations
direct the development of a curriculum.

The integration of knowledge of many traditional subjects into broader areas of enquiry
often occur as policy changes in education occur. Obstetric technology associated with
childbirth and changing expectations of consumers have impacted on the nature of subject
matter in prenatal education.

Internal factors which may affect the development of a curriculum may include the
student, teacher, and material resources. The population from which the school draws,
the developmental progress of students both physical, social and psychological and
personality characteristics may need to be analysed when developing a curriculum.
Sociological aspects of women attending prenatal education classes has been reported in
several papers (Perkins, 1979; Button, Boyle, Lyman & Ellis, 1982; Nordholm &
Mühlen, 1982). These studies have concentrated on variables such as social class,
educational attainment, age and socio-economic status. The literature clearly identifies
certain characteristics of attenders of prenatal education classes. These characteristics may
be summarized as such, attenders come from higher social class (Perkins, 1979; Hutton et
al. 1982; Nordholm & Mühlen, 1982), are usually married (Perkins, 1979; Hutton et al.
1982), have attained a higher educational level (Hutton et al. 1982) and have a higher
family income (Hutton et al. 1982; Nordholm & Mühlen, 1982). When planning prenatal
education curricula it is necessary to take cognisance of the above sociological factors.

The strengths and weaknesses of teachers together with their interest and attitudes to
curriculum development will impact on the curriculum. Teachers of prenatal education
programs come from a variety of professional disciplines and hold varying qualifications.
The ideal prenatal education curriculum will be suitable for use by a variety of educators.

The equipment and facilities of the school, the policies governing the use of community
facilities and the economic constraints of the school will all affect how a curriculum
develops. Prenatal educators working within a private practice may have limited

resources. Those practising in the public sector may have littie control over the choice of
venue and available resources.
Aims. Goals and Objectives
Other elements of curricula are the aims, goals and objectives. These terms are often used
inter-changeably. However, much of the literature demonstrates that the terms have
specific meanings and ideally should be used within the constraints of their definitions.
Aims.
There are certain criteria which should be used in determining aims of educational
programs. Lewy (1977) believes that aims should be of "political significance" (p. 38)
that is, they need to meet the consensus of society, this is congruent with Wheeler's
(1967) and Hunkins' (1980) views who suggest that aims have a social dimension or are
socially relevant, being consistent with human rights. When formulating aims, they
should be comprised of certain characteristics. Some of the characteristics included may
be that the aims consist of a "general statement" (Brady, 1983, p. 77), are stated in broad
terms (Lewy, 1977), and have a "global quality ... be few in number and clearly stated"
(Hunkins, 1980, p. 195).
Another dimension of aims is their personal quality (Wheeler, 1967). Curriculum
developers need to be aware of the personal needs of individuals and the community
together with the culture of a society. Wheeler's discussion on the needs of the
individual is analogous with Maslow's (1954) hierarchy of needs. That is, physical
needs, safety, love and belonging, self esteem and self actualization are all requirements
of personal development and need to be considered when formulating aims for prenatal
education.

Goals.
Kemp (cited in Wu, 1979) differentiates between the terms goal and purpose by stating
that "goals function as the source for the selection of major topics which give direction
and emphasis to instructional planning" (p. 15) and purposes are statements which
describe the teaching outcomes of topics. From this it can be interpreted that goals are
reflections of the aims of a community and are used in determining the curricula direction
of a school or institution. Brady (1983) defines a goal as being a "broad and general
statement of society's intention for the school as an institution. It is often an expression
of national policy" (p. 79). This definition illustrates the incongruity amongst authors as
it bears similarities with definitions of an aim by authors such as Wheeler (1967), Lewy
(1977), and Hunkins (1980).

Objectives.
Both Hunkins (1980) and Brady (1983) suggest that educational aims provide shape and
direction to more specific actions or objectives. While aims and goals "deal rather
generally with anticipated ends, objectives deal with tactical behaviours and intermediary
end results that facilitate the attainment of anticipated needs" (Hunkins, 1980, p. 199).
Thus objectives can be viewed as sub-elements of an aim or goal. Tyler (1949) suggests
that "education is a process of changing the behaviour patterns of people" (pp. 5-6).
These behaviours may include thinking, feeling and overt actions. When objectives are
expressed in behavioural terms it is a true indication of the educational intent.

Like aims and goals, objectives have specific characteristics. "Objectives are statements
that are designed to communicate to involved parties - teachers, students, lay public - an
intent of a particular action" (Hunkins, 1980, p. 199). That is the objective gives an
indication as to the end product or behaviour following a particular course of instruction.

Taba (1962) views the chief function of specific objectives as to "guide the making of
curriculum decisions on what to cover, what to emphasize, what content to select, and

which learning experiences to stress" (p. 197). Objectives are specific, are usually
expressed in behavioural terms and indicate the intended end product of the instruction.
Several objectives may be needed to meet the aims of a program.
When trying to clarify the confusion which surrounds the issue of aims, goals and
objectives, it is easy to over simplify by stating that aims are what society holds for our
education system, goals are the broad directions a school wishes to take, and objectives
are statement of desired behaviours of the students leaving the educational system. Print
(1987) summarises the debate by offering the table displayed in Figure 5.
Content Selection
Once the aims, goals or objectives have been identified, the content may be selected to
reflect them. Content is not merely the acquisition of knowledge and facts but is
multidimensional. Content can be defined as the subject matter of teaching-learning,
consisting of knowledge, skills, concepts, attitudes and values (Brady, 1983). Certain
criteria need to be considered when selecting content including its significance, validity,
social relevance, utility, leamability and interest (Print, 1987).
The significance of content applies to the main ideas, values, principles and concepts to
be learned (Hunkins, 1980; Brady, 1983; Print, 1987). Significance also pertains to
how the content or experience contributes to the development of particular learning
abilities, skills, processes and attitude formation (Hunkins, 1980). Content gains validity
when it is authentic and obsolescence has been eliminated. When content is congruent
with the objectives of a program, validity is said to be attained (Brady, 1983; Print,
1987).

Figure 5
Relationship Between Aims. Goals and Objective

Criteria

Aims

Goals

Objectives

1. Definitions

Vague, generally
phrased statements of what
should be achieved
by a curriculum.

More precisely
phrased statements of curricula
intent derived
from aims.

Specific statements
of program intent;
derived from goals.

2. Expression

Broadly phrased,
non-technical
language.

Generally phrased
in non-technical
language, although
more precise than
aims.

Phrased in technical
language, using
precise key words;
may use
behavioural terms.

3. Time

Long term, usually Medium to long
covering many
term, depending
years.
upon, how they
are translated
from aims.

Short term, may
cover a lesson, a
day, a week, a
term or a semester.

4. Stated by

'Society' through
forms such as
politicians,
education systems,
major inquiries,
pressure groups.

Education
authorities at
system, region
and subject level;
subject syllabus
committees;
school policy
documents.

Classroom teachers
individually; groups
of teachers. Some
curriculum
documents (unit
objectives).

5. Examples

Schools should
enhance students'
self-concepts.

Students will
examine 19 th C
Australian
novelists.

Given a tennis
racquet and ball,
students will serve
over the net with
complete accuracy.

Taba (1962) states that "if the curriculum is to be a useful prescription for leaming, its
content and the outcomes it pursues need to be in tune with the social and cultural realities
of the times" (p. 272). Social relevance of the curriculum may reflect such concepts as:
1.

Democratic principles and values.

2.

Understanding of cultural groups.

3.

Social awareness and criticism.

4.

The facilitation of societal change (Print, 1987, p. 112).

Hunkins (1980), Brady (1983) and Print (1987) refer to utility when discussing content
of a curriculum.

Utility is concerned with the usefulness of the content to the

development of the student in coping with the world at large, that is, it allows the
curriculum to maintain "real-world relevance" (Print, 1987, p. 112).

All students have different learning abilities making it difficult to select content that all
students are able to learn. Leamability of content is essential and is achieved by having
several levels of content and "some link with what students have already learned" (Brady,
1983, p. 103). Nicholls and Nicholls (1978) suggest "the need for variety in the ways in
which content is made available" (p. 53) adding to the leamability of content.

The interest of the students is considered to be very important when selecting criteria.
Several authors feel that the interests of the students can be transitory, that is, they change
with fads and the times. Hunkins (1980) suggests examining whether the current student
interests are of "long-lasting educational value" (p. 221) when considering their inclusion
in the content. Ideally the content selected should satisfy all the above criteria, however,
"under some circumstances some criteria may carry more weight than others" (Nicholls &
Nicholls, 1978, p. 53).

Learning Activities
Learning activities have been defined by Print (1987) as "those activities offered to
learners in the teaching-leaming situation, designed to enable learners to achieve the stated
objectives" (p. 124). Learning activities need to be selected according to the development
and abilities of the student and may include small group activities, self-directed learning,
exploratory excursions or teacher-directed lessons.

Evaluation
The final phase of curriculum development is evaluation. This phase is by no means
discrete and effects all phases of curriculum development.

Prenatal Curriculum
When planning a curriculum for prenatal education it is essential to consider the needs of
all who may be involved. The individual who gives birth to the infant, the support
person who will endeavour to be present for the birth of the infant and will offer support
to the pregnant woman, the staff of the maternity unit, and the prenatal educators all have
to be considered when planning for the education of the expectant family. In doing so it is
necessary to have a sound knowledge base regarding contemporary issues associated with
prenatal education and the research associated with evaluation of such educational
programs.

A Model for Prenatal Education
As the curriculum developed was for a short health-based program it was decided to
maintain simplicity throughout the document. Nicholls and Nicholls' (1978) model of
curriculum development forms the backbone of the developed curriculum with minor
changes in terminology. As many of the educators using the curriculum would have
limited teaching experience, it was necessary to use terminology which would be easy to
understand rather that have the educators become submerged in educational jargon. The
chosen model for the prenatal education curriculum consists of five elements; needs
analysis, objectives, content selection, resources, and evaluation.

This model is

diagrammatically presented in Figure 6. The sequential nature of this curriculum
development model is demonstrated by the numeric indicator for each element and the
directional arrows around the perimeter of the diagram.

Figure 6
Chosen Model for Draft Prenatal Education Curriculum

1. Needs analysis
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Process of Design
An examination of the availability of prenatal education in the Illawarra revealed a number
of concerns regarding presentation, content and the absence of evaluation of prenatal
classes. The educators were invited to attend a workshop where these concerns were
addressed.

At the workshop a decision was made to develop a common prenatal

education curriculum for use in the Illawarra.

The overall purpose of this study was to design and evaluate a common prenatal
education curriculum suited to the needs of public hospitals in the Illawarra region. A
panel of prenatal educators were surveyed using a prototype curriculum, and their
responses enabled the development of a draft curriculum document.

Once the draft curriculum was implemented, the prenatal educators participating in the
main study were surveyed as to the appropriateness and usability of the draft curriculum.
Clients of prenatal classes were surveyed at the completion of each module of the draft
curriculum to elicit their perception of the appropriateness of the content presented. The

clients were also surveyed using a combination of statements on attitudes, behaviours and
knowledge regarding pregnancy, labour and parenting in order to ascertain whether these
variables changed after attendance at prenatal classes.
The Process of Developing a Prototype Curriculum
The design for the prototype curriculum followed the chosen model presented in Figure 6.
As indicated by the model, the process was not always linear in nature as the evaluation of
the various elements impacted on one another resulting in curriculum changes.
Needs Analysis
An initial study of the availability of prenatal education services in the Illawarra provided
the impetus for development of a common prenatal education curriculum (Martin &
Patterson, 1987). The findings of the study revealed that prenatal educators in the
niawarra often did not use a curriculum for their classes, but rather a brief course outiine.
On the whole, the classes presented were not evaluated, or if evaluated, the results were
often not reflected in changes to the program. From discussions with prenatal educators
during the course of the study, it was made apparent that they had littie dialogue amongst
themselves, and in some cases were unable to identify other prenatal educators within
their own area.
Following the study of prenatal class availability, a decision was made to conduct a
workshop for prenatal educators in the Illawarra in late 1986. Invited to the workshop
were all identified former and practising prenatal educators. Of the twenty-four identified
educators, twenty-one were able to attend the workshop which was the first of its kind
offered in the Illawarra. The objectives of the workshop were to:
bring prenatal educators together,
share resources and concerns regarding prenatal education, and
discuss the feasibility of a common prenatal education curriculum.

The overwhelming positive response to the last of the workshop objectives provided the
basis for this research study.
At the time of the workshop there were ten discrete organizations offering prenatal
education classes in the Illawarra. Each organisation had its own personal philosophy
regarding education for pregnancy, childbirth and parenting. Due to the diverse
philosophies and consequent differing content offered during classes, and limited liaison
with the hospital maternity units, the clients often found that the information given during
classes was quite different to the practices of the maternity units in the region. With this
in mind, the potential for a common prenatal curriculum was considered favourably. The
benefits would include a more unified approach to preparation for parenting, cognisance
of recent trends in maternity care, and improved communication with the hospitals
associated with family care.
Following the workshop, a prenatal education prototype curriculum was developed along
the lines of the model presented in Figure 6. The workshop was used as the initial needs
analysis where factors which impacted on the proposed curriculum were identified. The
factors included, the experience and qualifications of the educators, critical content areas
identified for inclusion, contemporary policies and practices of local matemity units, and,
the needs of the expectant family.
As the identification of specific needs from past and potential clients was out of the realms
of this study, the knowledge of the prenatal educators in the area was relied upon for this
task. Through on-going discussions with prenatal educators in the area, insight was
gained into the possible needs of clients. An examination of the content of existing
prenatal education classes revealed certain commonalities particularly in relation to labour
and infant feeding.

After the initial needs were identified, three major areas related to parenting emerged.
The prototype curriculum developed therefore consisted of three sections, namely, early
bird classes, prenatal classes, and post-natal classes.

Objectives
Each section of the prototype curriculum was further divided into modules as outlined in
Figure 7. In choosing the modules, contemporary prenatal classes were reviewed
together with the current literature and cognisance of discussions with prenatal educators.
To provide direction for the user of the curriculum, each module had an overall aim which
reflected the purpose of the module. Specific teacher objectives were designed to meet the
overall module aim which gave direction to the selection of content.

Content Selection
The content for the prototype curriculum was selected from contemporary midwifery
literature, professional knowledge, and a review of prenatal course outlines. The current
trend of health promotion by government organizations, for example, the National Heart
Foundation, the Cancer Council, the Quit for Life program, and changing laws regarding
traffic offences for speeding, seat belt use, child restraints and drink-driving all promoted
the inclusion of content areas orientated to improving the client's health behaviours.
These aspects included content covering, smoking, diet, alcohol consumption, exercise,
road safety and drug use. The content selected reflected the specific objectives of the
seven modules which included the afore-mentioned contemporary issues.

Of the literature reviewed, research articles and contemporary midwifery texts stressed the
importance of relaxation and body awareness during labour and childbirth. For this
reason, a major component of each module was dedicated to guiding the client and partner
in breathing awareness, relaxation techniques and pain awareness.

From the workshop, many educators stressed that even though the main concern of the
majority of clients was dealing with labour, a retrospective review of classes had shown
that many clients expressed a desire for information on mothercraft and parenting.
Modules 8 and 9 were dedicated to caring for the new baby and coping with the stressors
of motherhood in an attempt to assist clients to come to terms with their changing role.
Community resources pertaining to parenting were identified for future reference by the
clients if needed.

Resources
In order to assist the educator with the preparation and presentation of the prototype
curriculum, resources including literature, audio-visual material, and expert practitioners
in family care were listed at the end of each module. The resources were identified from a
professional knowledge base and experience, examination of literature and audio-visual
catalogues, and a review of the health care services of the Illawarra

Evaluation of Prototype
The design process outlined resulted in the formation of a prototype of the prenatal
education curriculum.

Once finalized, the prototype curriculum was distributed for

evaluation by a panel of experts.

Subjects
All prenatal educators in the Illawarra at the time of the study were invited to participate in
the development of the prenatal education curriculum. The twenty-three educators were
sent a prototype curriculum which they were requested to read, and comment on any
aspect of the content of the document. Eighteen educators, representing a 78% response
rate, returned the document with their comments.

Process
The prenatal educators were invited to evaluate each section of the prototype curriculum.
Major comments were sought on the introduction, rationale, philosophy and teaching
strategies which made up the introductory section of the curriculum. For each module,
comments were elicited in relation to the specificity of the aims and objectives, the
appropriateness of the content, and the suitability of the suggested resources and
references. The subjects were also requested to add to the resources and references to
maximise the list offered. The prenatal educators were also asked to review the flow,
grammar, and spelling in the document.
Upon the return of the prototype curriculum the comments and criticisms were collated
onto a draft copy. Where commonalities of comments occurred, the curriculum was
changed to reflect the expertise of the educators. When the analysis was completed and
the final document prepared, the prototype curriculum was once again submitted to the
panel of experts for review.
The End Result
The draft Prenatal Education Curriculum was a complete package suitable for prenatal
educators conducting classes in the Illawarra. The philosophy of the draft curriculum was
based on family-centered maternity care as endorsed by those present at the preliminary
workshop. The draft curriculum was divided into three major sections, each section
consisting of a number of modules. The major thrust of the draft curriculum was the
presentation of prenatal education classes. Provision was made in the draft curriculum for
early bird and post-natal classes, however these were excluded from the study.
The Prenatal Classes formed the major component of the draft curriculum. This section
was divided into six modules covering maintenance of a healthy pregnancy, labour, the
newborn, infant feeding, going home with the baby and needs of the new family. Due to
the extensiveness of the module on labour, the educators were encouraged to spread the

content over a minimum of two weeks. Figure 7 outlines the three sections of the draft
curriculum and their modules.
Figure 7
Prenatal Education Curriculum Content.
EARLY BIRD CLASSES
Module 1
Module 2
PRENATAL CLASSES
Module 3
Module 4/5
Module 6
Module 7
Module 8
Module 9
POST-NATAL CLASSES
Module 10
Module 11

Physiology of pregnancy
Healthy pregnancy
Healthy pregnancy
Labour
Newborn
Feeding
Going home
Family needs
Debriefing labour and child
development
Contraception and community
resources

The order of the modules was designed to be flexible so as to enable the educator to alter
the order to suit the needs of the educator or clients. Each module contained a list of
recommended references and resources for use in preparing and conducting classes.
Uniqueness of the Curriculum
The Prenatal Education Curriculum developed had several unique properties. The module
format of the curriculum was interchangeable, that is, the modules need not have been
offered in the order set out in the document. The educator was able to interchange the
modules according to availability of resources, guests, needs of the clients, and personal
needs.
Each module offered a variety of content that was able to be reorganised to suit the needs
of educator and client, thus allowing the educator to be selective about the topics covered

in each class. Each module outlined several resources that may have been utilised by the
educator, for example, personnel, health agencies, films and videos, and references
readily available in Australia.

The curriculum was able to be adopted by the educator who had little or no experience in
prenatal education, but had an appropriate knowledge discipline in maternity care, for
example, a midwife or nurse. It offered the educator a complete package which was able
to be adopted with a minimum of preparation or modification.

For the experienced educator, the curriculum offered new ideas and approaches to
prenatal education which may have complemented those already used by the educator.
Extensive references and resources were outlined with each module expanding the
educators' present resources and library.

CHAPTERS
CURRICULUM EVALUATION
Once the curriculum was developed, the objectives defined, content selected, learning
experiences identified and established, the stage of curriculum evaluation was initiated
(Wheeler, 1967). Curriculum evaluation serves many purposes, and to determining the
purpose of curriculum evaluation Green and Stone (1977) pose the following questions:
Is the purpose of evaluation to
measure (test)?
prove (present evidence)?
improve (change)?
judge (determine value)?
advocate (take a position)?
illuminate (discover facts or the "truth")?
establish merit (justify worth)? (p. 4)

When conducting curriculum evaluation it is important to establish the purpose of the
evaluation project. The purpose may not include every aspect of the above list, however,
those particular aspects for evaluation need to be identified. Evaluation has been defined
as the "systematic documentation of the consequences of programs and the determination
of their worth in order to make decisions about them" (Green & Stone, 1977, p. 4). To
be effective, evaluation needs to be based on the collection of relevant data and to reflect
what that data reveals (Print, 1987).

Evaluation of an educational program has two important roles, that of product evaluation
and process evaluation. Product evaluation is concerned with student performance or
outcomes, or the impact the program has had on students' attitudes or behaviours. This
form of evaluation is often limited to short range outcomes, that is, how do students
perform or behave at the completion of the program? However, long range outcomes

may also be evaluated, that is, how does the program affect the student in the long term
after the educational program has been completed (Lewy, 1977)?

Process evaluation is carried out on a regular basis throughout the delivery of the
program. The purpose of this form of evaluation is to determine through feedback
whether the program can be improved as it is being conducted (Green & Stone, 1977).
Process evaluation examines the experiences and activities involved in the learning
situation, making judgements about the classroom interaction (Print, 1987).

"Such

processes include student participation in certain activities, interest in the program,
student satisfaction and initiative, and the desired pattern of communication between
students and teachers" (Lewy, 1977, p. 25).

Educational programs consist of three components: inputs, processes, and outcomes, or
as expressed by Green and Stone (1977), "inputs, thruputs, and endputs" (p. 6). Inputs
consist of what the students bring with them and the context in which they operate.
Processes consist of the educational program or curriculum which the students
experience,

and outcomes are the impact, consequences, or results of the program

(Green & Stone, 1977).

Ideally, the evaluative process should examine all three

components of a curriculum.

The process of evaluation consists of three steps or stages. Print (1987) describes these
stages as measurement and assessment on which the evaluation is made. The process is
a cumulative procedure and hierarchical in nature where one concept builds upon the
other until an evaluation is achieved. Figure 8 illustrates Print's view of the evaluation
process.

Figure 8
Evaluation Process

EVALUATION
(judgement)
•
ASSESSMENT
(data analysis)
•
MEASUREMENT
(data collection)

Measurement consists of a scale on which the students can be measured (Wheeler, 1967)
involving a statement about an ability or achievement in some quantity (Brady, 1983).
Measurement can take the form of descriptive data obtained about student performance by
using a measurement instrument, it can also include the collection of data about teacher
performance. However, the data alone has little value until it is interpreted by the
evaluator (Print, 1987).

Assessment is the means by which the performances or characteristics of students are
determined. Oral interpretation of the data collected during the measurement stage forms
part of the assessment process (Brady, 1983). Not all data collected will be of a
quantitative nature. In some situations such as evaluation of student values and social
skills, the measurement data collected may be of a qualitative nature and interpreted in the
context of an educational setting expressed in the form of comments (Print, 1987).

Evaluation, the final stage in the process "includes not only the process of determining
what the actual educational outcomes are and of comparing them with the expected
outcomes, but it involves judgements about the nature and desirability of any
demonstrated changes" (Wheeler, 1967, p. 267). Print (1987) states that "the important
feature of educational evaluation ... is that it is based upon assessment data and not upon

whim or fancy" (p. 145). Brady (1983) concludes by oudining the scope of evaluation
as:
It involves obtaining extensive information about students which
cannot be obtained by written examinations alone.
It involves interpreting this information about students.
It involves using the information to improve the curriculum and
the quality of teaching.
It involves clarifying objectives and determining student
behaviours necessary to achieve them.
It involves determining the relative effectiveness of different
content and method in achieving desired outcomes.
It involves determining the effectiveness of teaching-learning at
various stages, and malcing changes to the curriculum if
necessary, (p. 131)
Evaluation Models
As in curriculum development many educational theorists have developed models which
form the basis for the evaluation process. Doll (1986) states that an evaluation model is
"... a widely applicable format in which the major elements in a program or project
evaluation are expressed in such a way as to make their function and interrelationships
clear" (p. 236).
Of the many evaluation models available for discussion, the ones chosen for this project
are Tyler's Evaluation Model and Scriven's Model for Goal-Free Evaluation.
Tyler (1949) believed that the process of evaluation was essentially the process of
determining whether the educational objectives were actually being realized by the
program of curriculum and instruction. One of the key elements of Tyler's theory for
curriculum development was the program objectives. Tyler's evaluation process as
demonstrated in Figure 9 focuses on the program objectives to determine what extent

changes in behaviour take place. The evaluation process appraises the behaviour of the
students and it is essential that more than one appraisal takes place.

Figure 9
Tyler's Model of Evaluation
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Tyler's evaluation model was suited to a pre-test post-test research design whereby
results were used to measure whether students had learnt certain behaviours as a result of
experiencing certain curricula (Marsh, 1986). Through such research the evaluator fed
back evidence of any shortfall allowing the curriculum developer to adjust the content and
learning experiences until the student's behaviour matched the prespecified objectives
(Jenkins, 1976).

A break from traditional evaluation process used by Tyler may be seen in Scriven's
Model for Evaluation. The key emphasis of Scriven's Model for Evaluation was that of
goal-free evaluation. Scriven's model proposed that an evaluator needed to study a
program's effect, intended or unintended, unhampered by contact with the statements of
intent produced by the program builders (Jenkins, 1976). It is these effects which may
have implication for the program.

Scriven's goal-free model suggests the evaluator comes from outside the organization
being kept, to a degree unaware of the curriculum goals.

As the evaluator is

uncontaminated by the institution's philosophy and policies it is anticipated that the

evaluation which takes place will be broad, responding to the student's interest and
enthusiasm through to boredom which may be felt (Alkin & Fitz-Gibbon, 1975).

Goal-free evaluation forces the evaluator to look at processes and procedures as well as
outcomes. Scriven believed that evaluators would not totally ignore the learning
outcomes in evaluation. However, his goal-free model provides a broader, all
encompassing result of the evaluation process (Scriven, 1974).

The disadvantages which have been expressed to using Scriven's model are the need for
an external expert and the added expenditure associated with using such a consultant.
Also the results may prove to be highly subjective not looking at all the components of a
program (Friesner, 1978).

Jenkins (1976) suggests that some authors believe that Scriven's model does not stand
up to an evaluation aimed at accountability, that is, getting value for money. However,
through Scriven's evaluation instrument the evaluators were encouraged to pass
judgements of merit, that is, make conclusions as to a program's value, worth or merit
(Jenkins, 1976).

There are numerous models of curriculum evaluation available to the educator. These
models may concentrate on varying components of a curriculum either concentrating on
goals, outcomes, cost effectiveness or meeting the needs of society. In many cases no
one model can be applied, but various aspects from several models combined to meet the
evaluation objectives or purpose.

Chosen Model for Curriculum Evaluation
The evaluation of the draft curriculum was intended to concentrate on two aspects. First
the process of curriculum development, that is, its acceptance by professionals and
clients, and secondly, the impact the curriculum had on the clients' attitudes, behaviours.

and knowledge of pregnancy, childbirth, and parenting. To achieve these ends, the
evaluation model chosen closely followed Tyler's curriculum evaluation model.

Within the process evaluation, attention was given to the achievement of the aims and
objectives of each module of the draft curriculum, appropriateness of the content, and
utility of the references and resources offered from both the clients' and professionals'
perspective. As Tyler's evaluation model was suited to pre-test post-test research design
it was appropriate for assessing the impact of the curriculum upon client's attitudes,
health behaviours, and knowledge.

An aim of using Tyler's evaluation model was to modify the curriculum, in particular the
content and learning experiences as a result of the evaluation process. This aim sat
comfortably with the evaluation of the draft prenatal education curriculum.

Evaluation Process of Draft Curriculum
Educators
Subjects
At the time of the study, twenty-three prenatal educators representing 10 discrete
organizations, were conducting classes in the greater Wollongong area.

Each

organization was approached and all prenatal educators were asked to participate in the
study. Of the educators approached, seven volunteered to participate by conducting
prenatal classes following the Prenatal Education Curriculum.

The participating educators had all undertaken a course in prenatal education which
qualified them to take classes, however, they proved to have varying primary
qualifications and experience as prenatal educators. Of the participating educators four
were certified midwives, one a registered nurse, one a school teacher and one had no
post-secondary qualification. Experience in taking prenatal classes varied with three not
having taken any classes prior to the study, two with one to one and a half years

experience, one with three years, and one with nine years experience. Figure 10 outlines
the primary qualification of the educators and the number of years experience in taking
prenatal classes.

Figure 10
Experience and Qualifications of Prenatal Educators.

Primary
Qualification

Educator
1
2
3
4
5
6
7

Midwife ,
Registered Nurse
Nil
Diploma of Education
Midwife
Midwife
Midwife

Prenatal classes
years of experience
9
0
0
0
3
1 1/2
1

The prenatal educators belonged to three discrete groups. One educator was in private
practice and not affiliated to any government health body, four were associated with a
prenatal education organization supported by the local area health authority, and two
conducted classes for a district hospital which had a maternity unit.

Treatment
The draft Prenatal Education Curriculum (Appendix A, page 134) was given to each of
the educators for use in their classes during the period of the study. The educators were
introduced to the curriculum by the researcher and instructed in its use. The educators
were requested to use the curriculum in their classes each time they were offered during
the course of the study.

Instruments
The evaluation instruments were developed to measure the dependent variables related to
the process of evaluation:
1.

The emphasis placed on the topics of each module by the educators.

2.

The educator's satisfaction with the curriculum.

3.

The perception of importance of the topics of each module by the clients.

Educators' Curriculum Questionnaire.
The Educators' Curriculum Questionnaire (Appendix B, page 174) Numbers 1 to 6 were
designed to measure whether the educators perceived the curriculum and its content
favourably. The questionnaires were delivered to the seven educators prior to
commencing classes in which the draft curriculum was used. Instructions were given as
to when the questionnaires were to be completed and arrangements were made for the
completed questionnaires to be collected.

The Educators' Curriculum Questionnaire Numbers 1 to 6 consisted of open-ended and
rating scale questions. Questionnaire Number 1, Section 1 was designed to assess the
educators' response to the introduction, philosophy and general concept of the draft
Prenatal Education Curriculum through responses to open-ended questions.

Positive

responses to the open ended questions were taken as an indication of a favourable
response to the draft curriculum. Section 1 of the questionnaire was administered prior to
conducting classes, following familiarisation of the educator with the curriculum.

Section 2 of the Educators' Curriculum Questionnaire Number 1, and questionnaire
Numbers 2 through 6 consisted of a combination of rating scale questions and openended questions. A four point rating scale question was designed to measure how much
emphasis each educator placed on each content area of the curriculum during classes.
The educators were asked to rate each topic listed from "dealt with comprehensively" to
"not mentioned". A rating of "dealt with comprehensively" by the educators was taken as

being satisfied with the content of the draft curriculum. The degree of satisfaction was
taken as a favourable response to the content of the draft curriculum. An unfavourable
response was taken as a need for review of the curriculum. Open-ended questions were
designed to assess the appropriateness of the objectives, and whether they were realistic
and achievable. Educators were also asked to indicate what references and resources
outlined in the draft curriculum were used and whether others not mentioned were
utilized.

Scoring
The information gathered from the Educator's Curriculum Questionnaire was collated
using qualitative methods. This information related specifically to the appropriateness of
the aims and objectives, and comprehensiveness of the modules. The prenatal educators'
assessment of the utility of the references and resources offered was also sought.

The data gathered from each section relating to the emphasis placed on the content of the
modules were treated quantitatively. A numerical value (1, 2, 3, or 4) was allocated to
each response on the rating scale. Consequently ratings which ranged from "dealt with
comprehensively" received a score of four, through to "not mentioned" which received a
score of one. The ranking scale of ordinal data was transferred to interval scale for
purposes of analysis (Labovitz, 1970).

Validity
The content areas listed in the questionnaire were transposed directly from the Prenatal
Education Curriculum ensuring content validity. The aspects of the modules requiring
evaluation were identified, and a differential scale developed to indicate perceived
emphasis on presentation of material. The instrument was submitted to an authoritative
panel (Appendix C, page 196) for comment and on the basis of the panel's response, face
validity was established.

Reliability
Repeated use of the Educator's Curriculum Questionnaire with a sample of subjects
revealed consistent answers to the instrument's questions. Reliability was determined for
the instrument from the stability of the answers to the questions posed.
Data Collection
All educators had previewed the draft curriculum during its development, however, prior
to taking their first class using the curriculum each educator was given an overview by
the researcher. The overview emphasised the aims and objectives of the curriculum,
ways in which to achieve them, content areas, and utilization of references and resources.
Educators were provided with the Educators' Curriculum Questionnaires and asked to
complete each questionnaire following the teaching of each module of the draft
curriculum. The questionnaires were collected for analysis by the researcher.
Analysis of Data
Data collected from the Educators' Curriculum Questionnaires were analysed using
qualitative and quantitative methods. Responses to open-ended questions were collated,
commonalities identified and presented descriptively. Quantitative data were analysed
with categories of information being established, and percentage response agreements
being recorded.
Post-teaching evaluation - educators.
Following completion of the implementation of the curriculum, the prenatal educators
attended a post-teaching evaluation seminar. A structured interview format was
developed to ascertain the educators' satisfaction with the draft curriculum. An
expression of satisfaction was taken as a favourable response to the draft curriculum.
Interview questions were developed to elicit information regarding the utility of the aims
and objectives of each module, the appropriateness of the content areas, and the utility of

the references and resources offered. Discussion was also directed at recommendations
for change to the draft curriculum.

Clients
Subjects
Ninety-four women attended prenatal classes being conducted by the prenatal educators
who participated in the study. These women were approached by the educators and were
asked to be involved in the study. Sixty-nine volunteered resulting in a recruitment of
73% of clients attending classes. All those who participated were in the last trimester of
their pregnancy, that is, more than 28 weeks pregnant at the commencement of classes.

Treatment
The subjects were all enrolled in a series of prenatal classes in which the draft Prenatal
Education Curriculum was in use and the classes represented the treatment.

Instruments
A number of instruments were developed to measure the process evaluation of the draft
curriculum.

Nightly Questionnaires.
Six Nightly Questionnaires (Appendix D, page 197) were developed to assess how
important the clients perceived the topics covered by the draft Prenatal Education
Curriculum. Each of the six questionnaires consisted of a list of the content areas
covered in each module of the draft curriculum. The appropriate questionnaire was
administered by the educator on the night each module of the curriculum was completed.
The clients were required to place a tick in the appropriate column or square under the
rating scale headings "very important, I'm glad I now know about it" to "waste of time".

Scoring
The information gathered from the clients' Nightly Questionnaires was treated
quantitatively. A numerical value of 1,2, 3, or 4 was allocated to statements where a
four point rating scale was used. This allowed the ranking scale of ordinal data to be
transferred to interval scale for statistical analysis. The most favourable response
received a score of four, while least favourable responses received a score of one.
Percentage agreement was taken as an indicator of a favourable view of the content areas
of the draft curriculum.

Validity
To ensure the instruments would yield valid scores for each dependent variable, the
content domains of each instrument were identified. Within the parameters of these
domains questions and response categories were developed until adequate coverage was
achieved. The instruments were then subjected to an authoritative review (Appendix C,
page 196) as part of the validation procedure and content validity was established.

Reliability
Reliability of the Nightly Questionnaires was established through split-half procedures
and the application of a Spearman-Brown Prophecy formula (Moore, 1983). The
following reliability coefficients for each of the Nightly

Questionnaires

were

established: Nightly Questionnaire No. 1, r .77, Nightly Questionnaire No. 2, r .74,
Nightly Questionnaire No. 3, r .86, Nightly Questionnaire No. 4, r .77, Nightly
Questionnaire No. 5, r .77, and Nightly Questionnaire No. 6, r .83.

Data Collection
At the conclusion of each module of the curriculum the clients were administered a
Nightly Questionnaire for completion. As the educators did not necessarily follow the
order of the modules of the curriculum, the educator chose the appropriate time for the
relevant Nightly Questionnaire to be administered. The following figure indicates the
response rate to the Nightly Questionnaires (Figure 11).

Figure 11
Response Rates - Nightly Questionnaire

Module

3
4/5
6
7
8
9

Module title

Knowledge of pregnancy
Labour
Newborn
Infant feeding
Going home
Family needs

Number of
responses
67
60
54
48
51
45

Data Analysis
Data collected by the Nightly Questionnaires were treated quantitatively. The data were
analysed using percentage responses.

Prenatal Classes Review.
The Prenatal Classes Review Instrument (Appendix E, page 210) consisted of a
combination of three point rating scale items and one open-ended question aimed at
determining the degree of favourability the clients had with the content of the curriculum.
The rating scale items were divided into six sections following the modules of the
curriculum and the items listed in the Nightly Questionnaires. Approximately four
months after the birth of the client's baby the Prenatal Classes Review instrument was

administered, the clients were required to indicate how important each of the topics
covered by the draft curriculum were. The choice of responses offered to the clients on
the rating scale items were from "very important, I'm glad I learnt about it. Should be
emphasised" to "waste of time. No need to include". One open-ended question was
included at the end of the Prenatal Classes Review Questionnaire in which the clients
were invited to comment on relevant topics not included in the curriculum, but which the
client thought could have been included.

Scoring
The information gathered from the Prenatal Classes Review Questionnaire was treated
quantitatively. A numerical value of 1,2, or 3, was allocated to statements where a three
point rating scale was used. The most favourable response received a score of three the
least favourable a score of one. The ordinal data were treated as interval scale for
statistical analysis.

Validity
To ensure the instrument would yield valid scores for each dependent variable, the
content domains of the instrument were identified. Within the parameters of these
domains questions and response categories were developed until adequate coverage was
achieved. The instrument was then subjected to an authoritative review (Appendix C,
page 196) as part of the validation procedure and construct validity was established.

Reliability
Measurement of reliability for the Prenatal Review Questionnaire was achieved through
split-half procedures. A Spearman-Brown Prophecy formula was applied resulting in a
reliability coefficient of r .85 over the whole questionnaire (Moore, 1983).

Data Collection
The Prenatal Classes Review Questionnaire was administered together with the final of
the Prenatal Classes Questionnaire (Appendix F, page 213) four months after the birth of
the client's baby. A covering letter explained the purpose of the questionnaire and
requested that the completed questionnaire be returned within two weeks. Fifty-eight
questionnaires were posted, 47 were returned in the pre-paid envelope supplied, a
response rate of 81%.

Data Analysis
Data collected by the Prenatal Classes Review Questionnaires were treated qualitatively.
The data were analysed using percentage responses. Data collected from the one open
ended question were analysed using qualitative methods.

Impact on Clients of Draft Curriculum
Research Design
To answer the research questions concerning the impact of the curriculum on clients'
attitudes, health behaviours and attitudes towards pregnancy, childbirth and parenting, a
quasi-experimental time-series design was used (Moore, 1983). The design obtained
measurements of a single group, the treatment being administered between first and
second set of measurements.

Instruments
Prenatal Classes Questionnaire.
The Prenatal Classes Questionnaire (Appendix F, page 213) was designed to measure the
impact of the draft curriculum on clients' attitudes, behaviours and knowledge regarding
topics concerned with pregnancy, childbirth and parenting as covered by the draft
curriculum. This questionnaire was administered on three occasions, first on the night
the clients commenced prenatal classes, secondly at the completion of the course of

instruction, and thirdly approximately four months after the estimated birth of the client's
baby.

The first section of the Prenatal Classes Questionnaire consisted of 26 attitudinal
statements.

The clients were required to indicate on a four point rating scale their

response to each statement on a scale from "strongly agree" to "strongly disagree".
Eighteen of the 26 statements were phrased in the hope of gaining a favourable response,
while eight were phrased in the hope of eliciting an unfavourable response.

The second section of the Prenatal Classes Questionnaire assessed the clients' present
lifestyle behaviours through a combination of single response questions and rating scale
questions. Twenty questions were used whereby clients were required to indicate on a
rating scale responses which closely matched their current lifestyle practices in the areas
of personal health, exercise, nutrition, alcohol consumption, smoking and automobile
safety.

The final section of the Prenatal Classes Questionnaire consisted of 12 multiple choice
questions used to measure the clients' level of knowledge of topics regarding pregnancy,
childbirth and parenting. Clients were given a choice of four responses from which they
were required to circle one response only to each of the 12 statements.

Scoring
The Prenatal Classes Questionnaire consisted of three areas to be scored. The first area
concerning the attitudes of the clients used a four point rating scale. A numerical value of
1, 2, 3, or 4 was allocated to the statements allowing quantitative data analysis. For
statements in which a favourable response was desired, "strongly agree" was allocated a
numerical value of four, and "strongly disagree" a numerical value of one. The scale was
reversed for statements where an unfavourable response was desired.

In the health behaviours area a three point rating scale was used to determine current
lifestyle practices of the clients in all but one statement. A numerical value of 1, 2, or 3
was allocated to the statements allowing for quantitative data analysis.

Favourable

responses received a maximum score of three, unfavourable responses received a score
of one. Statement 14 concerning daily diet practice consisted of a four point rating scale
in which favourable responses received a score of four, unfavourable responses received
a score of one.

The third area concerned knowledge gain in which multiple choice questions were used.
Correctly answered questions received a score of one, incorrect answers received no
score. The scores were able to be treated quantitatively when analysed.

Validity
To investigate the validity for the questionnaires several components were identified.
These components were the attitudes, health behaviours, and knowledge of clients in
relation to pregnancy, childbirth and parenting. The instrument contained questions to
acquire this information. Once constructed the instrument was submitted to a panel of
experts (Appendix G, page 223) for review and comment. Their approval was accepted
as demonstrating the instrument's content validity.

Reliability
The Prenatal Classes Questionnaire was piloted in order to establish reliability. The pilot
study consisted of a group of pregnant women attending a prenatal class in the Illawarra
which was not used in the study.

Measurement of reliability was achieved through split-half procedures, with the
Spearman-Brown Prophecy formula being applied to establish reliability over the whole
test (Moore, 1983). Reliability studies were applied to all three sections of the Prenatal
Classes Questionnaire. After collection of the completed questionnaires it was rev ealed

that not all subjects had filled out each of the three sections of the questionnaire. The
number of subjects who completed each of the sections is reflected with the reliability
score. The resultant coefficients of reliability were attitudes r .81, behaviours r .81, and
knowledge r .85.

Data Collection
The Prenatal Classes Questionnaire was administered by the educator or researcher on
three occasions to women attending prenatal classes. Sixty-nine clients completed the
questionnaire on the first night of classes prior to receiving any instruction, at this time
they were requested to continue participating in the study by completing a permission
form. At the finish of classes 53 of the clients once again completed the Prenatal Classes
Questionnaire. At this point all completed questionnaires were collected by the educator.
Finally the 58 clients who had completed the permission form were posted the Prenatal
Classes Questionnaire together with a covering letter of explanation. The clients were
requested to return the questionnaire in the prepaid envelope within two week of its
receipt. In all, 47 questionnaires were returned. Figure 12 summarises the response of
the clients to the questionnaires administered.

Figure 12
Summary of Number of Responses by Clients to Questionnaires

Questionnaire
Prenatal
Prenatal
Prenatal
Prenatal

Classes Pre-test
Classes Post-test
Classes Follow-up
Classes Review

Response rate (n)
69
53
47
47

Data Analysis
Data collected from the Prenatal Classes Questionnaire were treated quantitatively. Data
relating to attitudes of clients were analysed using one-way analysis of variance. Health
behaviours data were analysed using one-way analysis of variance on single items. A
one-way analysis of variance for repeated measures was used on aggregated items.
Knowledge levels of clients were analysed with descriptive statistics in particular
percentage responses. A one-way analysis of variance for repeated measures was used
on aggregated knowledge scores.

Summary
Figure 13 represents a summary of the methodology used to evaluate the draft prenatal
education curriculum.

Figure 13
Summary of Methodology for Curriculum Evaluation
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CHAPTER 4
RESULTS
A research project was undertaken to develop and evaluate a draft prenatal education
curriculum suited to the needs of public hospitals in the Elawarra region. In so doing, an
evaluative study was conducted aimed to assess whether the draft curriculum was viewed
favourably by educators and clients, whether the objectives of the draft curriculum were
able to be met by the participating educators, and indeed whether the curriculum was a
useful document in prenatal education. The evaluation was also aimed specifically to
ascertain whether attitudes, behaviours and knowledge toward pregnancy, childbirth and
parenting changed among clients attending prenatal classes where the draft curriculum
was implemented.

Information concerning the research questions was gathered using specific research
instruments and an evaluation workshop. Data gathered were analysed by appropriate
statistical methods. The results of this study are reported for each of the research
questions posed in Chapter 1 (p. 23).

Major Research Question One
In order to answer the first major research question "would prenatal educators view the
draft curriculum favourably?" data were collected using a variety of methodologies from
the prenatal educators participating in the study. The research techniques used to collect
the appropriate data were the Educators' Curriculum Questionnaires 1 through 6 and
structured interview at the post-teaching workshop.

The Educators' Curriculum Questionnaires assessed how favourably educators viewed
the draft curriculum. Educators were asked to respond to a number of questions in
relation to the introduction, philosophy, and teaching strategies outlined in the draft
curriculum. The first question asked the educators to explain any additional concepts they

perceived as being necessary in the introduction of the curriculum. All the educators
indicated a favourable response to the introduction. One educator suggested that the
wording of the phrase "parents want to have some control in the process of birthing their
baby" (Appendix A, p. 136) should be changed to "take more control". Other educators
described the introduction as being "great" and "flexible".
The educators were asked how the draft curriculum philosophy complemented their own
philosophy. All the educators indicated that the central theme of family-centered
maternity care sat comfortably with their own philosophy on prenatal education. The
educators were also asked to suggest other themes which should be incorporated into the
curriculum philosophy. None of the educators suggested any additional concepts for
inclusion. This was taken as an indication of a positive response to the philosophy.
The prenatal educators' response to the question "What is your overall assessment of the
curriculum?" was very favourable. However, one educator made the suggestion to
extend the curriculum over eight weeks instead of the recommended seven. Comments
such as "comprehensive", "adequately covers all aspects ..." of prenatal care, and
"provides a core structure from which to launch oneself" were taken as favourable
indicators.
Teaching strategies were offered to guide the educators in their delivery of classes. Each
educator participating in the study was asked if the teaching strategies oudined were
sufficient. All the educators answered yes to this question, a 100% positive response.
Following the curriculum philosophy, rationale and teaching strategies an introduction to
the prenatal classes section was included. The educators were asked if any additional
information should be included in this introduction. All the educators agreed that the
information was sufficient and no suggestions for additional material were made.

A rating scale to which educators were asked to rate the prenatal curriculum from "bum
it" at point one to "frame it" at point ten was used to gauge the overall assessment of the
draft curriculum. Analysis of the data demonstrated favourable responses with 18% of
participants ranking the curriculum at nine, 55% at eight, and 27% at seven as illustrated
in Figure 14.

Figure 14
Rating of Draft Curriculum by Educators hv Percentage Response
Bum it
1

It's o.k.
2

3

4

5

% response
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Frame it.
7

8
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9
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In order to assess how favourably the educators viewed each module of the draft
curriculum, they were surveyed using a number of open ended questions, and a Likert
rating scale as to the emphasis placed on the content areas of each module. The analysis
of the information yielded has been presented according to the individual modules
assessed. As Modules 1 and 2 pertained to the Early Bird Classes which were excluded
from the study, the results of the questionnaires commence with Module 3.

Module 3: Knowledge of Pregnancv
Module 3, the first of the modules in the prenatal classes section of the draft curriculum,
aimed at presenting an overview of physiology related to pregnancy, and the need for a
healthy pregnancy. Section B of the first Prenatal Educators' Questionnaire dealt with
questions pertaining specifically to the objectives and content of Module 3. All the
educators found the overall aim for this module suitable. One educator suggested the
inclusion of enhancing the development of trust in the relationship between the educator
and client to the overall aim.

Seventy-eight percent found the specific objectives for the module realistic. Eleven
percent felt that Objective 5, relating to giving advice on preparation for confinement was
a waste of time, and a further 11%, indicated that Objective 7 regarding the introduction
of stretching exercises, was too late for clients attending prenatal classes.

Thirty-three percent of respondents were able to achieve the objectives for Module 3.
Due to a lack of time, objectives related to assessing the knowledge level of clients, health
needs of clients, and role of the partner during the child bearing period were unable to be
covered by 33% of educators, and objectives related to a review of physiology and
preparation for confinement were unable to be covered by 44% of the educators. In
answer to the question "What other objectives should be included in the module?"
suggestions included input from a physiotherapist and encouragement of exploration of
one's body by the client.

The educators were asked to rate the emphasis they placed on topics included in Module 3
using a four point Likert rating scale. The resultant data was analysed by percentage
responses and is displayed in Table 1.

Table 1
Emphasis Placed on Content Areas of Module 3 bv Prenatal Educators According to
Percentage Responses
Dealt with
comprehensively

Reactions to pregnancy

100

feelings

100

changing emotions

100

effects on family

Mentioned
in passing

Only mentioned
as client asked
for information

82

18

64

9

smoking

64

9

27

alcohol

64

9

27

drugs

64

9

27

exercise/rest

73

27

diet

73

27

sexual relationship

91

9

caffeine

36.5

18

73

18

36.5

36.5

Not
mentioned

relationship.
Physiology of pregnancy

27

Health needs

9

36.5

Childbirth preparation specific
to labour.
Confinement preparation, e.g..

9
27

clothing
nurserv' furniture.

Indication that the content area was dealt with comprehensively, was taken as a
favourable response to the content of the individual modules. Overall the educators dealt
with most topics comprehensively.

A number of topics, namely physiology of

pregnancy, the effects of caffeine, and confinement preparation were not mentioned by
several of the educators.

Module 4/5: T^ahnnr
As the content for the module on labour was extensive it was numbered both 4 and 5, this
was done to ensure the educator allocated more than one session to the module. Openended questions were used to elicit educators' responses to the objectives for the module
on labour. All the educators participating in the study found the overall aim suitable and
the objectives for this module realistic and achievable. No changes were suggested to the
existing objectives. In response to the question "What other objectives would you have
liked included?" one response included a visit to a labour ward. The percentage response
for the emphasis educators placed on topics for the module on labour is displayed in
Table 2.
Table 2
Emphasis Placed on Content Areas of Module 4/5 by Prenatal Educators According to
Percentage Responses
Dealt with
Mentioned
comprehensively in passing

Physiology of labour
stages
mechanisms
Approaching labour
behaviour changes
true and false signs
when to go to hospital
Labour admission
Childbirth preparation
relaxation
breathing awareness

100
91
73
100
91
100
100
100
73
100

9
27
9

27

Only mentioned
Not
as client asked mentioned
for information

Table 2 continued.
Dealt with
Mentioned
comprehensively in passing

stretching
confidence building
contraction practice
planning active birth
participation of support
person
Dealing with anxiety
Role of midwife
obstetrician
Deviations (please name)
Forceps
Caesarean section
Induction
Haemorrhage
Pain relief
Episiotomy/tear

64
91
73
75

25

100
100
54.5
67

45.5
33

9
9

Not
Only mentioned
as client asked mentioned
for information

27
9

18

100
100
100
100
100
100

The educators positively emphasised the suggested content areas of the module. The only
area not mentioned by a small percentage of the educators was simulation of contractions.
Module 6: Newborn
All the participants found the overall aim for Module 6 relating to the newborn suitable
and the specific objectives realistic. The majority of the educators (89%) found they were
able to achieve all the stated objectives. The fourth objective, pertaining to unexpected

neonatal outcomes, was not able to be dealt with by one educator due to a lack of time.
The educators did not indicate that other objectives could have been included in this
module. All content areas of Module 6 were mentioned by the educators as shown in
Table 3.
Table 3
Emphasis Placed on Content Areas of Module 6 bv Prenatal Educators According to
Percentage Responses
Dealt with
Mentioned
comprehensively in passing

Childbirth preparation
Normal appearance of baby
vital statistics
physiological needs
elimination
warmth
comfort
safety
Minor disorders (please list)
jaundice
breast engorgement
dislocated hips
skin disorders
Circumcision
Other (please specify)
cleft lip/palate

Only mentioned
Not
as client asked mentioned
for information

100
87.5
89
80
90
90
78

12.5
11
20
10
10
11

11

100
73
91
87.5
60

27
9
12.5
20

20

100

The majority of content areas were dealt with comprehensively and received a positive
response.

Module 7: Feeding
The majority (91%) of participants indicated that the overall aim for this module was
suitable. However, nine percent stated that the aim should emphasise breastfeeding,
rather than the general concept of infant feeding. Seventy-eight percent of respondents
indicated that the specific objectives were realistic. Eighteen percent of respondents who
indicated that the objectives were unrealistic stated that the World Health Organization
(WHO) "doesn't permit the teaching of formulas to a group, only individually" therefore,
Objective 7 was seen to be inappropriate. One respondent recommended that Objective 5
regarding demand feeding should be reworded to emphasise feeding according to baby's
needs.

Not all the objectives were able to be achieved by the educators. In particular, 30% stated
that Objective 7 regarding artificial feeding was inappropriate as none of the clients were
interested.

There were no recommendations for the inclusion of other objectives

pertaining to infant feeding. Table 4 shows the percentage response by educators to the
amount of emphasis placed on the content of Module 7.

Table 4
Emphasis Placed on Content Areas of Module 7 by Prenatal Educators According to
Percentage Responses
Dealt with
comprehensively

Breastfeeding
Physiology of lactation
Nipple/breast preparation
Advantages of breast feeding
How soon do you start?
Breast feeding in hospital
Feeding at home
Preventing discomfort and
difficulties
Emotional attitudes
Feelings towards breast
feeding
Storing breast milk
Artificial feeding
Making the choice
Types of formula
Equipment needed
Baby's needs.

100
70
100
100
100
90
90
90
90
100

11
33.5

Mentioned
in passing

Only mentioned
as client asked
for information

Not
mentioned

30

10
10
10
10

60
67
33
67
22

11

40
33
67
22
33.5

High percentage responses were recorded for breastfeeding, however, artificial feeding
did not receive a high percentage response, supporting the statements by educators
regarding the objectives for feeding.

Module 8: Going Home with Babv
All the participants found the overall aim suitable and the specific objectives realistic.
Ninety-one percent of the participants found the objectives achievable, however, nine
percent stated that objective one in relation to developing an awareness of handling a new
baby, was not achievable without having a baby in the classroom. No other objectives
were requested for inclusion in this module.
Table 5
Emphasis Placed on Content Areas of Module 8 by Prenatal Educators According to
Percentage Responses

Childbirth preparation
HandHng baby
Personal hygiene
Mothercraft (please list)
bathing
nappies
cord care
baby massage
sensory stimulation
Family involvement
partner involvement
other family members
household demands
Handling 'excessive' advice
Other (please specify)
child development centres

Dealt with
comprehensively

Mentioned
in passing

100
54.5

45.5

100
100
91
100
100
100
70
90
89
100

30
10
11

Only mentioned
Not
as client asked mentioned
for information

The emphasis placed on content areas of Module 8 according to percentage response is
displayed in Table 5. All the suggested content areas for this module were emphasised by
the educators, in particular handling baby, mothercraft skills, the partner's involvement in
child care, and child development centres, were dealt with comprehensively.
Module 9: Familv Needs
All the participants found the overall aim for this module suitable. Ninety-one percent of
the respondents indicated that the specific objectives were realistic, however, nine percent
indicated that Objective 6, pertaining to establishing a social network for the clients, was
dependent upon the desire of the group. In response to achieving the objectives, 90%
indicated that this was possible, and 10% stated that due to lack of time. Objective 5
relating to the partners' role in parenting, was not achieved. There were no
recommendations to include further objectives for this module.
Table 6
Emphasis Placed on Content Areas of Module 9 by Prenatal Educators According to
Percentage Responses
Dealt with
comprehensively

Childbirth preparation
Mothers' needs
tiredness
nutrition/hydration
help around home
post-natal blues
'time out' needs

100
100
90
90
100

Mentioned Only mentioned
Not
in passing as client asked mentioned
for information

10
10

Table 6 continued.
Dealt with
comprehensively

Baby's demands
sleep patterns
feeding patterns
no pattern!
Family needs
partner
siblings
relatives
Sexuality
changing needs
partner needs
Contraception
immediate needs
lactational amenorrhoea
long-term outlook
Lifestyle changes and parenting.

Mentioned Only mentioned
Not
in passing as client asked mentioned
for information

100
100
100
100
50
70

20
20

30

10

100
100
100
100
90
100

10

Table 6 displays the emphasis placed on content for Module 9 of the draft curriculum
according to percentage responses. The majority of content areas were overwhelmingly
dealt with in a comprehensive manner. Two areas were not mentioned by a small
percentage of educators, they being the needs of sibUngs, and relatives.
References and Resources
At the end of each module a list of recommended references and resources were included
for the use of the educators when preparing for classes. The educators were asked to

indicate which references and resources they used, and any others which were not
included in the draft curriculum.

The references and resources were not used exclusively for the module indicated, but
complemented the material covered in the other modules. The most commonly utilized
references were Department of Health N.S.W. (1983). Pregnancy Care. Department Of
Health N.S.W. (1982). Our Babies. Balaskas, J. (1983). Active Birth, and Kitzinger,
S. (1987). The Experience of Childbirth.

Of the resources listed in the curriculum the most commonly used were the midwives
from labour ward and the maternity units in the area, the Nursing Mothers' Association
counsellors, and the Family Planning Association. A variety of videos were used by the
participants, however, no particular video was utilized more than another. In sum, all the
suggested references were used by the educators at some stage in the presentation of the
draft curriculum.

This fact was taken as a favourable response to the suggested

references.

All the educators used references and resources not included in the curriculum. These are
too numerous to express, however, where appropriate, have been included in the final
curriculum document.

Post-teaching Workshop
After the presentation of the curriculum, a post-teaching workshop was attended by all
educators who had participated in the study. The workshop was designed to give the
educators an opportunity to discuss aspects of the draft curriculum and its
implementation. A structured interview format (Appendix I, page 268) was used, and the
responses collated for presentation through qualitative methods. The data gathered was
analysed to assist in determination of whether the draft curriculum was viewed
favourably by the educators.

The first question put to the educators asked if the draft curriculum was a useful
document. All the educators replied yes when asked this question. Other comments
included such statements as "certainly", "definitely", "it's been good, it's clearly set out
so it's not difficult to check back". "Yes, it helped me get organized when first starting to
do prenatal classes", "All areas are laid out in a logical manner". The enthusiastic and
positive responses were taken as an indication that a favourable view of the draft
curriculum was held by the educators.

"Why is it important to have a curriculum?" was the second question asked during the
workshop. A general discussion on the importance of having a curriculum followed. The
main comments included, "you need to have a guide-line, people are consumers and you
have to provide". "Without a uniform curriculum some educators get selective, I just
think it would be really good to have a uniform standard". "For anyone starting out in
prenatal education it is really useful to be able to see that this is what you need to have in
it, and that maybe they would not be able to reach this stage without a lot of
experimentation". "To set a standard for prenatal education, so consumers are receiving
the correct information in a logical sequence to aid them throughout the childbearing
year". "To help prenatal educators with no formal midwifery experience. Having a plan
to follow ensures good coverage of topics. Provides a disciplined, ordered structure, on
which to base each prenatal lesson".

Question 3 asked "What did the curriculum offer that you did not already have?" Three
educators responded that they did not have a curriculum to start with. "It's a good check
list, references were good because they were all there, I didn't have to race off to find
them, also reassurance that yes I was doing the right thing". "You learn a lot from just
reading the curriculum any way".

"With a uniform curriculum, if anything happened and I was unable to take the class I
could just ring up a colleague and say I was up to module... and that person could just

step in and take the class. That's a tremendous advantage. If you have a curriculum, you
have a greater chance of having everything covered". Three other educators found the
specific aims and objectives, resources and references provided were very useful and
followed with comments such as "an organized plan for classes.

Clarity of aims,

objectives were clearly defined which makes the program easier to evaluate".

"Did the curriculum meet your needs as an educator"? was the fifth question posed. Four
educators replied yes, other comments included, "I found that the Module 4/5 for labour
was insufficient in the time allocated. In teaching active birth classes predominantly for
Birth Centre clients I used four weeks to teach labour and birth and much less time on
post-natal areas".

In response to the question "Have you continued to use the curriculum since participating
in the study?" all the educators responded yes to this question.

"In what way have you continued to use the curriculum"? resulted in the following
answers: " My course is now based on it. I follow the modules as they are. I made my
initial notes for classes using the curriculum as a main guide. Although I've updated my
notes [lesson plans] several times, they still basically follow the curriculum". "By
reading through the aims and objectives before and after classes it helps me assess the
effectiveness of the session". "I use a variation based on the way I like to teach. About
70% of your curriculum is in my program".

The educators were asked to state what improvements they would recommend in relation
to the various components of the curriculum, namely, modules, objectives, and content
areas? The first module (Module 3) which related to a healthy pregnancy, could be split
up, and spread over two weeks, and more time could be allocated to labour and birth,
with less time on post-natal areas, were a focus of comments received. "I have no

suggestions for improvements because I only changed sections to suit my personal
teaching methods".

The objectives were stated to be "... really handy, I use them as guide to present a
session, I wouldn't have thought of that if it was not written down. Really good as they
give direction, gives an idea of what you should be looking for in each session".

The draft curriculum "... was our saviour, it fills in areas after our initial training, was
really good. It was just what we needed. You can tailor it to the group". "For educators
starting out at the beginning it was just wonderful. Having the objectives, pin-points
what you are trying to do, then you can decide how much you want to emphasise each
one. It was written down in such a way that I didn't have to sit down and try and work
out if I had it all, was quite useful for me to tick off that I'd covered all the material I
wanted to. It was a very helpful thing".

Comments related to the content areas of the draft curriculum focused on the benefits as
to a guide for presentation. All the educators indicated that the content was useful and
appropriate. "The content was a guide, you still had to do your preparation, that's all you
need as reference".

All the other educators indicated how useful the references and resources had been and
that they had extended the list for future use. One educator indicated that a reading list
had been developed for clients from the references . The educators felt that the reference
to the WHO recommendations on breastfeeding should be more comprehensively
included in the curriculum. Such an inclusion would assist educators to teach within the
guidelines. Couples requiring information on artificial feeding could be accommodated
separately from the class.

Comments regarding recommendation for the draft curriculum included a discussion on
confinement preparation. "Content regarding confinement preparation, this area is rarely
covered but exclusion from the curriculum is not recommended as there is always the
possibility that a client wants information". The general consensus was that this topic
should be expressed as an option, rather than a necessity, and that the relevant objective
should be reworded accordingly.

A call for more teaching strategies was made,

however, this was not evident from analysis of the Educators' Curriculum
Questionnaires.

When discussing aspects of the draft curriculum which were of least value to them, the
educators indicated that some of the content for individual modules was over-loaded and
could not be covered in the time allocated. However, the educators were able to
incorporate the missed content areas into other modules as the classes progressed. It was
suggested that parenting could have been omitted from the prenatal classes "... as new
parents need more information after the baby is bom".

Future developments for prenatal education following the research study were suggested,
including, rewrite the curriculum, including all the feed-back and make it available. A
curriculum for refresher courses was suggested for women having a second or
subsequent baby.

"Regular meetings of prenatal educators to discuss and try to

standardise prenatal education to ensure consumers are receiving adequate information at
a satisfactory level", was also suggested and "a more common approach to prenatal
education".

The latter comment provided the impetus to enquire whether there should be a common
curriculum. All the educators unanimously agreed that a common prenatal education
curriculum would be advantageous. Comments included "Yes, for the consumers' sake,
they are entitled to a comprehensive background. The consumer deserves to have a
decent course, it's needed for accountability".

"It provides a standard ... a basic

curriculum would be of great assistance to all prenatal educators particularly those just
getting started". "Yes but with enough flexibility to suit the clientele and hospital
practices". Two educators commented on the need for the curriculum to remain flexible.

When asked at what level the curriculum should be implemented, all the educators
responded that it should be at a national level. Other comments stemming from the notion
of national implementation, centred around health benefit fund rebates, such as, "you
may get the health funds to co-operate [with rebates to clients] if you have a common
prenatal curriculum".

Further comments focused on the possibilities for regular

updating, the added credibility of educators, and the development of a national register of
educators. A common prenatal course for preparing prenatal educators at a national level
was also mooted.

Finally educators were asked for any last comments. One included, "having just read the
Australian College of Midwives, Incorporated Journal, May '89 there was a general
feeling that insufficient time was spent on post-natal aspects during prenatal education.
In particular breastfeeding, and the changing role to a family unit. It seems to be agreeing
with your curriculum, so disagreeing with me. I'll have to rethink my classes and maybe
do a bit of reorganizing to include more post-natal information. Thank you for the
opportunity to participate in the study". Another educator expressed her thanks at this
point as it gave her "... the confidence to start, and I have successfully run classes ever
since".

The overwhelming positive response to the curriculum at the post-teaching workshop
was taken as an indication of satisfaction with the draft curriculum. In answer to the first
major research question the draft prenatal education curriculum was viewed favourably
by the prenatal educators participating in the research study, with appropriate
amendments to the curriculum being made (Appendix H, page 225).

Major Research Question Two
The second major research question asked of the draft curriculum was, "Would clients
view the content of the draft curriculum favourably?" In order to answer this research
question, two instruments were used, the Nightly Questionnaire, and the Prenatal Review
Questionnaire. The Nightly Questionnaire was administered to all the clients participating
in the study at the completion of each module of the curriculum. This questionnaire
asked clients to rate the content areas of the draft curriculum on a four point rating scale
according to how important each topic was to them. The importance of each topic was
analysed using descriptive statistics.
The level of importance placed upon content areas for Module 3, knowledge of
pregnancy, was analysed with percentage responses as illustrated in Table 7.

Table?
Percentage Response for Clients' Evaluation of Module 3 - Knowledge of Pregnancy

Personal response to pregnancy
Body's response to pregnancy
Nutrition in pregnancy
Exercise during pregnancy
Rest requirements
Maternity clothes
Sexual relationship
Medical care
Drug consumption during pregnancy
Smoking during pregnancy
Alcohol consumption
Caffeine consumption
Hygiene during pregnancy
Nipple care
Preparation of siblings
Confinement preparation (fumiture)

Very important
I'm glad I now
know about it

Somewhat
important

Not very
important
at all

77
92
93
75
58
22
50
79
79
71
73
49
76
66
60
26

22
8
7
25
42
42.5
41
21
18
24
24
43
24
32
30
50

1

31.5
9

Waste
of time

4

3
5
3
4

4

2
7
17

3
7

It may be seen from Table 7 that the participants felt that the topics covered in Module 3
of the curriculum were, very important, or somewhat important. The percentage
response was lower for two content areas, namely, wearing appropriate maternity
clothes, and choosing appropriate nursery furniture.

Module 4/5 covered topics related to labour and the birth of the baby. The participants
placed a great deal of importance on the majority of topics covered in this module as
shown in Table 8.

Tables
Percentage Response for Clients' Evaluation of Module 4/5 - Labour
Very important
I'm glad I now
know about it

Somewhat
important

Body's response to labour

97

3

Signs of approaching labour

97

3

Admission to labour ward

95

3

Relaxation during labour

90

10

Breathing during labour

78

20

Exercises for pregnancy & labour

70

30

Contraction practice

71

20

Dealing with anxiety

75

25

Role of labour ward staff

68

32

Role of support person

90

10

Pain relief during labour

81

19

Deviations from "normal" labour

71

29

Not very
important
at all

Waste
of time

2

2

7

2

Admission to labour ward, breathing during labour, and simulated contraction practice
were not perceived as very important by a small percentage of participants.

Module 6 dealt with the newborn child. The percentage response calculated for each
content area of Module 6 is illustrated in Table 9.
Table 9
Percentage Response for Clients' Rvaluation of Module 6 - Newborn

What baby will look like
Daily needs of the infant
bowels and urine
warmth and clothing
comfort
safety at home & away
Minor disorders of babies
Circumcision

Very important
I'm glad I now
know about it

Somewhat
important

64

26.5

78
79
81
85.5
82
45

20
21
17
14.5
16
22.5

Not very
important
at all

7.5

Waste
of time

2
2

2
2
30.5

2

The majority ofparticipants rated each of the topics for Module 6 as being "very
important". However, what the newborn would look like at birth, and circumcision,
received lower percentage responses than the other listed topics. Circumcision was
thought to be not very important by 30% of clients and a small percentage indicated that
three topics namely, what baby will look like, bowel and urine needs of the infant, and
circumcision, were a waste of time.

Table 10 demonstrated that the topics covered in Module 7 pertaining to infant feeding
were viewed as important.
Table 10
Percentage Response for Clients' Evaluation of Module 7 - Infant Feeding

How the breast produces milk
Nipple preparation for feeding
Pros and cons of breastfeeding
Feeding in hospital
Feeding in first weeks at home
Emotional response to breastfeeding
Role of Nursing Mothers' Assoc.
Bottie feeding

Very important
I'm glad I now
know about it

Somewhat
important

Not very
important
at all

63
75
69
78
83
78

35
21
27
20
17
19

3

54
55

41
27

5
11

Waste
of time

2
4
4
2

7

All topics covered regarding breastfeeding were deemed very or somewhat important by
the majority of participants. Bottle feeding was deemed less important probably as most
of the participants had intentions to breastfeed their babies.

The overall rating of the topics covered in Module 8, which centred on going home with
baby, was favourable, with clients indicating that the majority of topics were very
important. The percentage responses for Module 8 are displayed in Table 11.
Table 11
Percentage Response for Clients' Evaluation of Module 8 - Going Home with Babv

Handling baby
Importance of personal hygiene
Mothercraft skills, nappies
Bathing baby
Positioning baby
Umbilical care
Playing with baby
Baby massage
Family involvement
partner's help
Other family members
Household demands
Sifting the information received

Very important
I'm glad I now
know about it

Somewhat
important

80
77
67.5
74
81
86
86
64
90

20
23
28.5
24
19
14
14
36
10

51
29
56

43
63
40

Not very
important
at all

Waste
of time

4
2

6
6
4

2

Five topics were regarded as not very important by a small number of clients with one
topic, the demands of the household, being regarded as a waste of time by two percent.

Module 9 of the draft curriculum presented topics relating to the needs of the new family.
Table 12 illustrates the break down of clients' response to each of the topics in Module 9.
Table 12
Percentage Response for Clients' Rvniuation of Module 9 - Needs of the New Family
Very important
I'm glad I now
know about it

Mother's needs, tiredness
Nutrition, fluid requirements
Needing help around the home
Combating post-natal blues
Need for 'time-out'
Baby's demands sleep patterns
Feeding pattems
When there's no pattern
Family needs, partner
siblings
relatives and friends
Sexuality, changing needs
Contraception
immediate
long term needs
Lifestyle changes and
parenting

Somewhat
important

Not very
important
at all

73
78
47
71
62
73
67
68
71
50
67
69

27
18
51
29
38
27
33
27
29
32.5
31
29

15
2
2

75.5
65
78

20
33
20

4.5
2
2

Waste
of time

4
2

5
2.5

The majority of clients rated each topic as being very important to their knowledge.
There was a small percentage that found topics not very important and one topic, the
needs of siblings, was rated as being a waste of time by 2.5% of clients.

Prenatal Review
A second research instrument the Prenatal Review Questionnaire, was used to further
determine if the clients viewed the draft curriculum favourably. The Prenatal Review
Questionnaire was sent to the participating clients approximately four months after the
birth of their baby, and attendance at prenatal classes. The clients were requested to rate
how important they felt a selection of the main topics covered in each module of the draft
curriculum were, according to a three point Likert type scale. A rating of "very
important" was taken as an indication that the client viewed the content of the draft
curriculum favourably.
Module 3 concentrated on the clients' knowledge of topics related to their pregnancy.
Table 13 portrays the break down of percentage responses by clients to the topics in
Module 3.
Table 13
Prenatal Review Module 3 - Knowledge of Pregnancy
Content Area

Physical changes
Nutrition
Exercise
Smoking
Alcohol
Drugs
Relationships

Very important
I'm glad I learnt
about it. Should
be emphasised.

Important
but I learnt
enough.

Waste of
time. No
need to
include.

70
69
72
64
68
68
72

28
31
28
34
30
30
28

2

2
2
2

Overall the clients rated each topic as being very important, however a small percentage
nominated that four of the topics, the physical changes during pregnancy, the effects of
smoking, drugs, and alcohol on pregnancy, were a waste of time.
The response of clients to the topics of Module 4/5 on labour, were very favourable with
the majority of clients rating each topic as being very important as seen in Table 14.
Table 14
Prenatal Review Module 4/5 - Labour
Content Area

Body's response
Signs of labour
Relaxation for labour
Breathing for labour
Exercises for labour
Coping with anxiety
Role of support person
Pain reliever available
Deviations from 'normal'

Very important
I'm glad I learnt
about it. Should
be emphasised.

87
85.5
79
77
74.5
74
79
71
72

Important
but I learnt
enough.

13
14.5
19
21
25.5
26
21
29
28

Waste of
time. No
need to
include.

2
2

Two topics, relaxation for labour and breathing for labour, were rated as a waste of time
by a small percentage of clients.

The percentage response for the importance clients placed on topics for Module 6 related
to the newborn baby is displayed in Table 15.

Table 15
Prenatal Review Module 6 - Newborn

Content Area

Very important
I'm glad I learnt
about it. Should
be emphasised.

Important
but I learnt
enough.

Appearance

58

42

Warmth and clothing

48

50

Keeping baby comfortable

58.5

41.5

Keeping baby safe (home/car)

61

39

Minor disorders of babies

74

26

Waste of
time. No
need to
include.

2

Clients rated the topics of Module 6 as being very important, or important, with two
percent finding the need for warmth, and appropriate clothing for the newborn, being a
waste of time.

Mcxiule 7 of the draft curriculum centred around infant feeding. The topics covered in
Module 7 were rated as being very important, or important by the participants as seen in
Table 16.
Table 16
Prenatal Review Module 7 - Infant Feeding
Content Area

How the breast produces milk
Preparing nipples
Pros/cons of breastfeeding
Difficulties with breastfeeding
Coping at home alone
Nursing Mothers' Association

Very important
I'm glad I learnt
about it. Should
be emphasised.

Important
but I learnt
enough.

Waste of
time. No
need to
include.

60
54.5
64
78
70
50

36
39
34
20
28
46

4
6.5
2
2
2
4

For each of the topics listed for Module 7 on infant feeding, between 2 and 6.5% of the
participants, viewed each topic as being a waste of time, and that there was no need to
include the topic in classes.

The central theme of Module 8 was going home with baby. As seen in Table 17, all the
participants rated each of the topics of this module as being very important, or important.
Table 17
Prenatal Review Module 8 - Going Home with Baby
Content Area

Mothercraft
Nappies
Bathing
Care of umbiHcus
Playing with baby
Baby massage
Involving family with baby
Coping with household
demands
Coping with different advice

Very important
I'm glad I leamt
about it. Should
be emphasised.

Important
but I leamt
enough.

50
55
58
58
54
60.5

50
45
42
42
46
29.5

64
62.5

36
37.5

Waste of
time. No
need to
include.

Module 9's central theme was the needs of the new family. The topics of Module 9 were
rated as being very important, or important by the participants as seen in Table 18.
Table 18
Prenatal Review Module 9 - Needs of the New Family
Content Area

Needs of mother
Nutrition for mother
Using help at home
Post-natal blues
Baby's sleep patterns
Needs of partner
Changing sexuality
Contraception
Changes in lifestyle

Very important
I'm glad I learnt
about it. Should
be emphasised.

Important
but I learnt
enough.

Waste of
time. No
need to
include.

67.5
54.5
49
68
55
59
59
52
66

32.5
45.5
51
32
32.5
41
41
48
34

2.5

One topic conceming baby's sleeping habits, was seen to be a waste of time, by 2.5% of
participants, and not necessary for inclusion in the draft curriculum.
One open-ended question was included on the Prenatal Review Questionnaire. Clients
were asked to list topics which they thought had not been covered during the classes
which they had attended, but which they would have liked included. Forty-six percent of
clients responded to this question.
The responses to the open-ended question were able to be grouped into three areas,
namely: prenatal, labour and childbirth, and post-natal. Although listed as being a waste

of time by two percent of clients in the Prenatal Review Questionnaire, physical changes
which occur in the last few weeks of pregnancy was nominated for inclusion. Also listed
for inclusion was depression associated with pregnancy.
Topics related to labour were also listed as not being covered during classes. The
experience of stress, pain and tiredness, and the need for fetal monitoring, were listed as
not being covered during classes. In relation to the second stage of labour, information
on breathing and pushing were listed for inclusion, together with general information on
caesarean section.
Several topics relating to the post-natal period were also expressed as being desired for
inclusion in the curriculum by participants. In particular, information on lochial
discharge, and changes in sexuality which occur post-natally. Information relating to
mothercraft, in particular coping with the baby at home, settling baby, common infant
ailments, the need for time-out for the mother, consumer products, child development,
and sleep patterns of the infant were listed for inclusion in the curriculum. Suggestions
to discuss post-natal support groups and post-natal exercises were listed. Problems
relating to breastfeeding and other general information on breastfeeding were also
requested.
Of all the topics outiined above, only post-natal lochial discharge was not listed in the
content area of the draft curriculum which was presented to clients.
Minor Research Question One
Minor research questions focused on changes in attitudes, health behaviours and
knowledge related to pregnancy, childbirth and parenting. The first of the minor research
questions asked whether the draft curriculum made an impact upon clients' attitudes
towards pregnancy, childbirth and parenting. Twenty-six attitudinal statements related to

pregnancy, childbirth, and parenting were presented in the Prenatal Classes
Questionnaire. The respondents were asked to indicate on a four point Likert type rating
scale from 'strongly agree" to "strongly disagree" how they felt about each of the
statements and responses were scored ordinally and treated as interval data (Labovitz,
1970). Table 19 presents a break down of mean scores for the three tests for the
statements. A maximum score of four was possible for each attitudinal statement. When
the mean scores for each question were tested for significance with a one-way analysis of
variance for repeated measures design, significance emerged for two statements.
Table 19
Comparison of Means for Prenatal Attitude Statements
Attitude statement
1. Drinking alcohol should not worry
pregnant women.
2. The successful development of a fetus
is dependent on the mother eating a
balanced diet
3. Parents should shape a child's behaviour
from birth.
4. Practising breathing techniques throughout labour reduces pain.
5. Stress experienced during pregnancy
cannot be minimized.
6. Moderate physical activity should be
engaged in at least 3 times a week.
7. Pregnant women should not worry about
taking iron tablets each day.
8. All women should aim to breast feed their
babies for at least six months.
9. Exercises for pregnancy should be
practised every day while pregnant
10. Cigarette smoking during pregnancy
should not be allowed.
11. It is not necessary to wear a seat belt.

X
Pre-test

X
X
Post-test Follow-up

3.46

3.52

3.39

3.40

3.33

3.41

1.77

1.84

2.04

3.10

3.13

3.02

3.05

3.13

3.04

3.17

3.15

3.25

2.41

2.47

2.65

3.11

3.18

3.06

3.00

3.05

3.08

3.47

3.30

3.47

3.24

3.16

3.46

Table 19 continued
Attitude statement
12. Pregnant women should get 10 hours of
sleepiest per day.
13. Parents should pick their baby up each
time he/she cries.

X
X
Pre-test
Post-test

X
Follow-up

2.92

3.15

3.17

2.97

2.84

2.57 *

14. It is more important to have a healthy diet
during pregnancy than at other times in your
life.

3.00

3.00

2.97

15. Once the baby is bom it is alright for the
mother to resume cigarette smoking.
16. Relaxation methods should be practised
once or twice a week.

3.18

3.13

3.39

3.14

3.16

3.04

17. All men should accompany their partner
during labour.

3.33

3.32

3.54

18. An afternoon nap should be taken each
day in the last 3 months of pregnancy.

2.98

3.03

3.19

19. All men should be present at the birth of
their child.
20. Relaxation techniques should be
practised throughout labour.
21. Fathers should be involved in all aspects
of child care.
22. Successful child development is
dependent on visiting the Baby Health Clinic.

3.31

3.32

3.48

3.31

3.49

3.19

3.63

3.54

3.58

2.32

2.39

2.56

3.86

3.86

3.79

3.41

3.47

3.20 *

2.55

2.61

2.83

2.64

2.66

2.50

23. The law which makes it mandatory for
children to be restrained is safety car seats
is a good one.
24. Knowing how to handle stress makes
parenting easier.
25. It is safer to have a doctor, rather than
a midwife, deliver your baby.
26. For successful breast feeding, the nipples
should be toughened in the last 3 months of
pregnancy.
* ( P < .05)

A significant attitudinal shift was detected over the period of the study for statment 13,
related to picking up a crying baby, and statement 24, related to the impact of handling
stress on parenting. The source of the significance, when checked with a Scheffe posthoc test was between the pre-test and follow-up for statement 13 (p < .05), and between
the pre-test and post-test, and the post-test and follow-up for statement 24 (p < .05).

Further analysis of the data was conducted through aggregation of the scores for each test
and calculation of an aggregated mean score portrayed in Table 20. The aggregated mean
scores were tested for significance, however, none was found.

Table 20
Means of Aggregated Scores for Attitude Statements

X

SD

Pre-test

79.29

5.6

Post-test

80.15

5.9

Follow-up

79.25

8.4

Minor Research Question T w o
Minor research question two investigated whether clients, who were exposed to the draft
curriculum, had improved health behaviours. Clients' health behaviours were examined
in the second section of the Prenatal Classes Questionnaire. The behaviour section of the
questionnaire was divided into six behavioural areas namely, stress and relaxation,
exercise, nutrition, alcohol, tobacco and automobile safety, and totalled 20 statements.
The respondents were asked to indicate on a Likert type rating scale how they felt about
each of the statements and responses were scored ordinally and treated as interval data

(Labovitz, 1970). Table 21 presents a comparison of mean scores for the health
behaviour questions included in the Prenatal Classes Questionnaire.

Table 21
Comparison of Means for Health Behaviours

Question
Stress and relaxation
1. Do you experience periods of depression?

X
Pre-test

X
X
Post-test

Follow-up

2.13

2.00

2.00

2. Do 'nerves' interfere with your daily
activities?

2.60

2.62

2.63

3. Do you get enough restful sleep?

2.55

2.54

2.36

4. Do you practise relaxation techniques?

1.64

1.90

1.60

5. During the typical day at work or home,
do you engage in: (degree of work)

1.91

1.88

2.04

6. How often do you engage in exercise
which leaves you sweating?

1.45

1.43

1.39

7. How often do you participate in moderate physical activities eg. golf or
gardaiing?

1.76

1.66

1.97 *

8. How many times do you participate in
exerdses specifically for pregnancy?

1.61

1.79

1.81

9. On a typical day, how would you
describe your diet for that day?

3.49

3.34

3.21

10. D o y o u e a t m u c h i n t h e way of junk

2.18

2.09

2.14

1.94

1.82

1.85

12. What is the average number of cans of
beer you drink per week?

2.98

3.00

2.95

13. What is the average number of 30 ml
drinks of spirits you drink per week?

2.98

3.00

2.97

Exercise

Nutrition

food?
11. Do you snack between meals?
Alcohol consumption

* (p < .05)

*

Table 21 continued

X

X

X

Pre-test

Post-test

Follow-up

14. What is the average number of 200 ml
glasses of wine you drink per week?

2.97

2.98

2.79 *

15. What is your average total number of
drinks, beer, spirits, wine per week?

2.92

2.96

2.66

2.69

2.75

2.66

17. How often do you exceed the speed
limit?

2.28

2.11

2.21

18. How often do you wear a seat belt?

2.88

2.86

2.93

19. How often do you drive under the
influence of alcohol?

3.00

3.00

2.97

20. How often do you drive when your
ability may be affected by drugs?

2.98

3.00

2.97

Question

Smoking
16. How many cigarettes do you smoke
pa-day?
Automobile safety

* (p < .05)

Four questions related to stress and relaxation were asked of the clients participating in
the study. The questions concerned the topics of depression, 'nerve' interference, sleep
and relaxation practice. Question 4, which asked the clients about the degree of practice
they devoted to the use of relaxation techniques, was the only question where
significance was revealed through a one-way analysis of variance for repeated measures.
The aggregated means for each test were; pre-test 8.65, post-test 9.10, and follow-up
8.60, a comparison revealed no significance.

Clients were asked to respond to four questions related to the degree of exercise in which
they participated. Question 7 related to participation in moderate physical activity, resulted
in a significant difference between the means following one-way analysis of variance for
repeated measures. The source of the significance (p < 0.5) when checked with a

Scheff6 post-hoc test was between the pre-test and the post-test and the follow-up and the
post-test.

Questions 9 to 11 assessed clients' typical daily nutritional behaviours, consumption of
junk food, and snacking. Question 9 which asked the clients to describe their typical
daily diet resulted in a significant difference between the means when tested with a oneway analysis of variance for repeated measures. However, the decrease of mean score
for each test indicates that the client's diet lessened in quality, during the period of the
study.

The aggregated means for each test were; pre-test 7.72, post-test 7.14, and

follow-up 7.08, a comparison revealed no significance.

The section on alcohol consumption showed an increase in the means for each question
from the pre-test to the post-test. At the time of follow-up the means for each question
had decreased slightly.

A significant difference between the means emerged for

Questions 14 and 15 which dealt with wine consumption, and total alcohol consumption
respectively, when tested with a one-way analysis of variance for repeated measures.
Aggregation of the means for Questions 12 to 15 on alcohol consumption are displayed in
Table 22.

Table 22
Means for Aggregated Behaviours 12-15 Alcohol Consumption

X

SD

Pre-test

11.70

.32

Post-test

11.77

.29

Follow-up

11.40

1.23

The aggregated means were checked with a one-way analysis of variance for repeated
measures and significance (p < .05) was revealed. Utilizing a Scheff6 post-hoc test of

comparison the source of the significance was between the pre-test and follow-up, and
the post-test and follow-up.

Question 16 of the health behaviours section of the Prenatal Classes Questionnaire
assessed the smoking habits of clients. When the means for Question 16 were compared
with one-way analysis of variance for repeated measures, no significant difference
between the tests emerged.

Four questions on speeding, seat belt usage, alcohol and drug usage while driving, were
asked to determine the automobile safety practices of clients. The individual automobile
safety behaviours of the clients remained relatively constant throughout the study, and no
significant difference emerged when the means were compared with one-way analysis of
variance for repeated measures.

A maximum score of 12 was possible for the questions on automobile safety behaviours.
The aggregated means for automobile safety are portrayed in Table 23.

Table 23
Means for Aggregated Behaviours 17-20 Automobile Safety
X

SD

Pre-test

11.16

.67

Post-test

10.98

.71

Follow-up

10.93

2.31

It can be seen that a slight decrease in the mean score occurred between the pre-test and
post-test and follow-up. When checked with a one-way analysis of variance for repeated
measures design, a significance was found and a Scheff6 post-hoc test of comparison
revealed the significant difference to be between the pre-test and the follow-up.

Minor Research Question Three
The final of the minor research questions asked "Would clients exposed to the draft
curriculum have an increased level of knowledge of pregnancy, childbirth and
parenting?" Data from the knowledge section of the Prenatal Classes Questionnaire
(Appendix F, page 213) which was composed of a series of multiple choice questions
were collected from all clients participating in the study.

The Prenatal Classes

Questionnaire was used to measure the dependent variable, client's knowledge. The data
from the multiple choice test were collated, and a one-way analysis of variance for
repeated measures was utilized to analyse the results. Table 24 portrays the analysed
results for the knowledge section of the Prenatal Classes Questionnaire.

Ill
Table 24

Comparison of Means for Knowledge Questions
Question

X
Pre-test

X
X
Post-test Follow-up

1. Smoking during pregnancy is known
to cause:

.97

.98

.93

2. One or two glasses of alcohol during
pregnancy is likely to result in:

.79

.79

.86

3. Taking iron tablets can:
4. It is important to alter your diet during
pregnancy by:

.85
.922

.86

.96

.91
.95

5. Pelvic floor tightening exercises (Kegel
exercises) should be done in groups of five.
Ideally a group of Kegel exercises should
be done:

.29

.54

.74 =

6. The practise of pelvic floor exercises:
7. Baby safety capsules are suitable for
restraining an infant in a motor vehicle until
the baby reaches the age of:
8. Compared to bottle fed babies, breastfed babies:

.49
.78

.63
.92

.84 *
.89

.83

.90

.95

.64

.71
.52

.71
.44

.83

.84

.88

.79

.96

.97 *

9. Women who breast feed:
10. In comparison to artificial formula,
human breast milk has a:
11. The average length of labour for a first
baby is:
12. Once labour commences you should
stay at home until your contractions are
approximately:

.62

* (p < .05)

Question 5 of the knowledge section asked the client how frequent Kegel exercises
should be performed. In the pre-test the scores were quite low with a mean of .29,
however, the mean scores increased significantly (p < .05) when tested with one-way
analysis of variance for repeated measures. A Scheffé post-hoc test revealed the source
of the significance was between the pre-test and the post-test, and pre-test and follow-up.

Knowledge related to the benefits of pelvic floor exercises was examined in Question 6 of
the questionnaire. The clients' level of knowledge increased steadily throughout the
duration of the study, significance (p < .05) emerging following a one-way analysis of
variance for repeated measures.

The final knowledge question assessed the optimum time a woman should arrive at
hospital once labour had commenced. Following a one-way analysis of variance for
repeated measures significance (p < .05) was demonstrated for Question 12.

Further analysis of the data was conducted through aggregation of the means for each test
application as demonstrated in Table 25. The maximum possible score for each test was

12.

Table 25
Means for Aggregated Knowledge Scores

X

SD

Pre-test

8.52

2.10

Post-test

9.52

1.45

Follow-up

9.89

1.39

A significant difference (p <.05) between the means was noted when the knowledge
scores were aggregated. A Scheffé post-hoc test revealed significant difference between
the pre-test and post-test and the pre-test and follow-up.

In sum, significance was revealed between the tests of the knowledge section of the
survey, and also for individual questions. Those questions related to the practice of
pelvic floor exercises and staying at home once labour has commenced.

CPIAPTER 5

SUMMARY, CONCLUSIONS, DISCUSSION AND
RECOMMENDATIONS
Summary
Prenatal education in the Illawarra was being offered through a variety of agencies. The
curricula utilised by the educators varied in philosophy, content and presentation. In
some public health agencies a curriculum was not available to direct educators in their
task. It appeared through professional discussions that this situation was common
throughout New South Wales.

Using modified nominal group processes a conclusion was drawn that a common
prenatal education curriculum would be appropriate for use in the Illawarra, and perhaps
eventually throughout New South Wales. A common curriculum would present a body of
knowledge which would provide people lacking in expertise, educational experience, or
professional qualifications with a document to direct them in the presentation of prenatal
education classes. The development and trial of a common curriculum would satisfy a
perceived need in prenatal education in the Illawarra and provide insights into possible
wider deployment.

Purpose
The major purposes of the study were to design a common prenatal education curriculum
suited to the needs of public hospitals in the Illawarra region; to evaluate the acceptance of
the draft curriculum by the educators and clients; and to ascertain whether attitudes,
behaviours and knowledge of prenatal clients changed after exposure to the curriculum.

Ssiimmarv of Procedure of Development
In order to develop a prototype prenatal education curriculum a review of the literature
related to curriculum development was undertaken. From the literature pertaming to

models of curriculum development, a model for a prenatal education curriculum was
formulated. This model followed closely that proposed by Nicholls and Nicholls (1978)
consisting of five elements, namely, needs analysis, objectives, content selection,
resources, and evaluation and may be seen in Figure 9.

Using the chosen curriculum model a prototype curriculum was developed. Supportive
literature from contemporary midwifery texts, examination of prenatal education course
outlines, and discussions with expert prenatal educators provided a knowledge base on
which the prototype was constructed. Once developed, it was reviewed by a panel of
prenatal educators and experts. The prenatal educators' panel consisted of 18 educators
having had recent prenatal education teaching experience (Appendix G, page 223). The
authoritative panel consisted of five health professionals engaged in maternity care
(Appendix C, page 196).

Upon receipt of the comments and recommendations from the two panels a draft
curriculum was developed for implementation and evaluation. The major focus of the
draft curriculum was prenatal education classes. Early bird, and post-natal classes were
also developed, however, they were excluded from the study. The prenatal education
section of the draft curriculum was subdivided into modules which covered the following
themes, healthy pregnancy, labour, newborn, infant feeding, family needs, and going
home with baby.

Summary of Procedure of Evaluation
Two groups of subjects participated in the evaluation. One group consisted of seven
prenatal educators who implemented the draft curriculum, the other group consisted of
the clients who received the curriculum as part of their preparation for parenthood. The
clients numbered 69 at the commencement of the study, however, had decreased to 47 by
the completion of the study.

The draft curriculum was implemented in the Illawarra of New South Wales during 1987
and evaluated from two perspectives, namely curriculum process, and the impact the
curriculum had upon clients.

The curriculum process evaluation consisted of an

examination of the draft curriculum to ascertain if the prenatal educators and clients would
view the draft favourably. This was achieved through survey of the educators using the
Educators' Curriculum Questionnaire which elicited information regarding the
achievability of the aims and objectives, utility of the curriculum content, and
appropriateness of the references and resources offered. Following the implementation
of the draft curriculum, a post-teaching evaluation workshop was held. A structured
interview format was used to gather data for the process evaluation.

T o further evaluate the process, the clients were surveyed with the Nightly
Questionnaires which were administered at the completion of each module of the draft
curriculum and the Prenatal Review Questionnaire which was administered approximately
four months following the estimated birth of the client's baby. Data collected elicited
information concerning the importance of the content areas covered by the draft
curriculum and were analysed using quantitative methods.

An evaluation of the impact the draft curriculum had upon clients' attitudes, health
behaviours, and knowledge in relation to pregnancy, childbirth, and parenting was also
undertaken. T o achieve this the clients were surveyed using the Prenatal Classes
Questionnaire. This questionnaire was administered on three occasions, first at the
commencement of prenatal education classes, secondly at the completion of the classes,
and finally, four months after the estimated date of the birth of the clients' baby. Data
generated from the completed questionnaires were analysed with descriptive statistics,
and a one-way analysis of variance for repeated measures where appropriate.

Summary of Results
Following implementation of the draft prenatal education curriculum two major and three
minor research questions were asked of the draft. The first major research question was
"Would prenatal educators view the draft curriculum favourably?" To answer this
question the prenatal educators were surveyed using the Educators' Curriculum
Questionnaires and through attendance at a post-teaching workshop.
The data gathered from the Educators' Curriculum Questionnaire were analysed
qualitatively. One question which asked educators to rate content areas emphasised was
analysed using descriptive statistics. The analysis of both the qualitative and quantitative
data demonstrated a favourable response to the draft prenatal education curriculum. The
educators' overall rating of the curriculum was very favourable at between seven and nine
on a ten point rating scale.
Each module of the curriculum was individually evaluated. The objectives for each
module were able to be met by the educators and thought to be realistic. Comments
centred on the objectives related to wording or interpretation rather than direct criticism of
the objectives which had been developed.
The emphasis placed on the recommended content areas of each module was assessed
using a four point rating scale and analysed with descriptive statistics. On a few
occasions content areas were deemed as not being covered during classes. However,
during the post-teaching workshop the educators stated that most of these areas were
covered during discussions within other modules.
Through the post-teaching workshop the educators revealed that they had all continued to
use the curriculum following the completion of the data collection period. The educators
all stated that the curriculum was a useful document and provided them with a uniform
standard from which to conduct their prenatal classes. The educators unanimously

agreed that the curriculum should be rewritten for implementation on a state to national
level.

"Would the clients view the content of the draft curriculum favourably?" was the second
major research question asked. In order to answer this question, two instruments were
utilized, the Nightly Questionnaires and the Prenatal Review Questionnaire. The clients
consistently rated the content areas of each module highly on the four point rating scale
provided. The data from the Prenatal Review Questionnaire also revealed a consistently
high rating of the content areas of each module. These high ratings were taken as an
expression of satisfaction of the draft curriculum.

T o answer the first minor research question the Prenatal Classes Questionnaire containing
26 attitudinal statements was administered to the clients on three occasions. The data were
treated with a one-way analysis of variance for repeated measures to determine any
significant changes in attitudinal response. A significant change in attitude was
demonstrated with two of the attitudinal statements.

First, there was a significant

difference (p < .05) in attitude to picking up a crying baby (Statement 13), and secondly,
to knowing how to handle stress making parenting easier (Statement 2). N o changes
were apparent among the remaining attitudinal statements. Comparison of the aggregated
means did not reveal any significant differences with a Scheffé post-hoc test.

The second of the minor research questions determined if health behaviours of the clients
changed following exposure to the draft curriculum. The Prenatal Classes Questionnaire
was used to test the research question and contained 20 questions related to health
behaviours. There was some evidence of minor change in health behaviours of clients
during the course of the study. Aggregated means for alcohol consumption were found to
have significant differences. A Scheffé post-hoc test revealed the source of difference to
be between the pre-test and follow-up, and the post-test and follow-up (p < .05). Overall
individual behaviours related to stress and relaxation, exercise, nutrition, and alcohol

consumption revealed significant changes. No significant differences were revealed for
smoking or automobile safety.

Individual attitudinal statements were tested using a one-way analysis of variance for
repeated measures. A significant difference (p < .05) in the use of relaxation techniques,
participation of moderate exercise, typical daily diet of clients, wine consumption, and
total alcohol consumption was noted.

The third minor research question asked of the draft curriculum was "Would clients
exposed to the draft curriculum have an increased level of knowledge of pregnancy,
childbirth, and parenting?" The Prenatal Classes Questionnaire was used to collect
appropriate data to answer the research question. The questionnaire was administered
prior to, on completion of classes, and approximately four months post-natally.

Analysis of the data using a one-way analysis of variance for repeated measures revealed
a significant increase (p < .05) in mean knowledge scores for two questions; Kegel
exercises, and estimating the time to proceed to hospital once labour commences.
Following aggregation of the means for the three tests, significance (p < .05) was
revealed using a one-way analysis of variance for repeated measures. The source of the
significance was determined to lie between the pre-test and post-test and the pre-test and
follow-up when checked with a Scheffe post-hoc test.

Of the three minor research questions, the third question which was related to knowledge
resulted in the greatest degree of significant change. An increase in knowledge has been
known to occur with specific instruction. This occurred in participants attending the
prenatal classes where the draft curriculum was used.

Conclusions
On the basis of the available data, the following conclusions were made regarding the
utilization of the draft prenatal curriculum:
1.

The draft prenatal education curriculum was a valuable document to prenatal

educators.
2.

The content was viewed favourably by the educators.

3.

Prenatal educators viewed the draft prenatal education curriculum favourably.

4.

Knowledge of prenatal attenders increased.

5.

Clients perceived the content as important.

6.

Utilization of the draft curriculum resulted in minimal alterations in attitudes and

health behaviours of clients.

Discussion
A Prenatal Education Curriculum was developed from professional knowledge, review
of midwifery literature, and literature related to curriculum development and design. The
developed curriculum was intended to fulfil the needs of prenatal educators in the
Illawarra. Following implementation of the draft prenatal curriculum, and evaluation
from educators and clients, the curriculum was modified to reflect the evaluation, and has
been included as Appendix H.

Print (1987), Brady (1983), and Nicholls and Nicholls (1978) all indicate that various
curriculum elements provide the educator with direction to implementation of a
curriculum. The draft Prenatal Education Curriculum which was developed and
implemented contained such elements. The educators using the document were all able to
benefit from the curriculum design which was reflected in their evaluation. Analysis of
the educators' comments revealed a favourable response; consequently, no changes to the
curriculum design was necessary.

The complementary relationship between the aims and objectives and the prescribed
content areas of the curriculum was evident from the educators' evaluation. The aims and
objectives were found to be realistic and achievable.
One obvious reason for the favourable acceptance of the curriculum was the factor that
several of the educators did not have a curriculum from which to work when they
commenced classes, as revealed in the post-teaching workshop. From formal and
informal meetings with educators the need for a curriculum document from which to
work was discussed at length. Educators who had been conducting classes for a number
of years, and educators new to the profession found the draft curriculum beneficial to the
preparation, and evaluation of their classes.
A number of changes were made to the introductory section of the curriculum based upon
the educators' evaluation. Although the educators expressed satisfaction with the
philosophy of the curriculum, minor alterations were made to sentence syntax. As a
philosophy is a statement of belief, the philosophy was strengthened to reflect the beliefs
of the educators.
From the post-teaching workshop it was evident that the educators desired more direction
in teaching strategies. Once again the majority of changes to the curriculum were to
sentence construction in order to provide clarity of recommendations for teaching
strategies. However, a list of recommended readings focused on teaching in groups were
included, along with resources to which the educator could turn for guidance.
Module 3 of the prenatal classes section of the curriculum focused on increasing the
client's knowledge of pregnancy and enhancement of a healthy pregnancy. Cognisance
was heeded from one of the educators' recommendations for the inclusion of the
development of trust between the educator and clients in the overall aim. Such an
inclusion is reflected in the curriculum. A number of objectives were unable to be met

due to a lack of time, or because the clients did not require information related to
particular subject matter. Qualifying statements were included throughout the curriculum
to reassure the educators that the use of needs analysis may indeed allow for the
exclusion of some content.
No changes were made to Module 4/5 as the educators found all aspects suitable. An
explanatory note was made to suggest to the educators to spread the content of the
module over a minimum of two weeks.
Module 6 focused on the newborn. No suggestions for major changes were made by the
educators. However, it was noted that appropriate content relating to the last objective for
the module, which focused on the newborn was absent from the draft curriculum.
Content was subsequently included, to ensure achievement of that objective.
Infant feeding was the main theme of Module 7. The educators' evaluation recommended
that the focus of breastfeeding should be strengthened. As a result the objective which
related to the pros and cons of breast or artificial feeding was replaced. The objective now
states that the advantages of breastfeeding should be discussed with the clients. The
educators also recommended that the National Health and Medical Research Council's
(NH & MRC) recommendations should be strengthened. To meet this recommendation
direct reference to the NH & MRC guidelines is made in the content area.
No changes to Module 8 pertaining to going home with baby were recommended.
However, inclusion of car safety was included in the mothercraft content section.
Module 9 focused on going home with the new baby. The educators responded
favourably to the aim, objectives and content areas of the module. The establishment of a
social network was the focus of the last objective of the module. As content to meet this
objective was not included in the draft curriculum, an appropriate inclusion was made.

On occasion, a recommendation was made by an educator during the evaluation or the
post-teaching workshop. When the recommendation was checked against the draft
curriculum it was evident that the recommendation was indeed already reflected in the
curriculum. This was merely an oversight by the educator, and as a result, a change in
wording was made to strengthen that particular objective or content area
The references and resources offered by the curriculum were all thought to be relevant
and helpful to the educators using the draft curriculum. Many other references were used
and the educators were encouraged to include them in their personal copy of the
curriculum. The revised curriculum includes the recommended references or resources.
In response to the clients' positive evaluation of the content areas for each module, no
changes to the curriculum needed to be made. Throughout their attendance at the prenatal
classes the clients responded favourably to the content presented. On the occasions when
particular content areas were deemed not very important, those content areas related to
topics which by their nature may not have been of interest to the whole class. Examples
of such content areas were, maternity clothing, circumcision, artificial feeding, and
sibling's response to a new baby. Consequently although these areas were noted as not
being important to some clients, they were maintained in the curriculum. When the
clients were asked to evaluate the content areas following the birth of their babies, overall
their responses had not changed from attendance at classes.
Two attitudinal statements revealed a significant level of difference between the scores of
the tests. Both statements related to the handling of the newborn child. As a baby makes
a major impact upon the relationship and behaviour of parents, it is not unusual for a
change in attitude to occur in relation to parenting. However, the change in attitude may
not necessarily be a result of the prenatal education program attended, but due to the fact
that the couple are experiencing parenthood for the first time.

Much of the literature available focused on a comparison of attitudes between attenders
and non-attenders of prenatal education classes (Cogan, 1980; Nunnally & Aguiar,
1974). Therefore, the results of this study can not be compared with the literature which
was reviewed. Examination of data revealed a ceiling score which left little room for
improvement. Therefore, the clients could be reported as having positive attitudes to
pregnancy, childbirth and parenting prior to participating in the study.

This positive attitude may be attributed to the fact that attenders of classes generally came
from a higher socio-economic background, are better educated and well read in issues
relating to healtii, pregnancy and parenting (Perkins, 1979; Hutton et al. 1982; Nordholm
& Mühlen, 1982). Due to this fact women attending prenatal education, may be
purported to have reasonably healthy attitudes prior to attendance at classes, tiierefore,
minimising the chance for a significant change.

Changes in health practices for example diet, exercise and smoking behaviour during
pregnancy which occurred as a result of prenatal education has been well documented
(Ciliska, 1983; Allen & Ries, 1985; Orstead et al. 1985). The present study also revealed
significant changes in health practices which were attributed to the prenatal education
program attended by the participants.

During pregnancy there is a focus of attention of women on maintenance of health which
will hopefully aid in an "easier" labour, and subsequent rapid return of the body to its
pre-pregnant state. The prenatal education curriculum developed, focused on
improvement of health lifestyle as an aim. Significant differences between the means on
several specific aspects of health emerged, namely, the practise of relaxation techniques,
participation in moderate exercise, typical daily diet, and alcohol consumption.

In preparing a woman for labour and the birth of her child emphasis is placed on the
practice of relaxation techniques. The use of relaxation as a therapy is known to reduce

anxiety associated with the pain and discomfort of labour (Olds, et al. 1984). The use of
these techniques was taught throughout prenatal education classes, to assist the woman
manage the pain of labour. The benefits of relaxation practice in coping with day to day
anxieties was also emphasised.
The analysis of the data collected related to the practice of relaxation techniques revealed a
marked increase in the means from the pre to post-test and a drop in mean back to the pretest level at follow-up. The difference in the means was significant (p < .05). The
increase from pre to post-test may have been attributed to the instruction and practice of
relaxation techniques during prenatal classes. Several factors may explain the drop in
mean at follow-up. First, the women may have felt that the relaxation techniques were
specifically aimed at assisting labour and were no longer necessary, secondly, the time
and energy required to care for a new baby may have left no room for the practice of
relaxation techniques, and thirdly, the women may have no longer felt the need to practise
relaxation to reduce day to day stress.
Labour is an energy consuming activity requiring a great deal of stamina and endurance.
During pregnancy a woman's focus centres on her body and the changes which are
occurring. In order to increase physical endurance and minimize weight gain during
pregnancy, exercise was encouraged. Prenatal classes instructed women in specific
exercises which may meet the above aims.
Marginal differences between the means were seen throughout the study related to
exercise behaviour. Although an increase did occur in the mean for exercises specific to
pregnancy at the time of follow-up the difference was not significant. This may be due to
the fact that most women who attended classes did so in their last trimester of pregnancy.
This may have been perceived as a difficult period in which to take up new exercises due
to the size of the pregnant uterus, changes in stability, and increased fatigue (Olds et al.
1984).

Significance was revealed in response to the question regarding moderate exercise. The
physiological return to the pre-pregnant state varies among women. It is for this reason
that some women are prompted into taking up regular exercise to hasten a return to their
pre-pregnant, physical state.

The importance of maintaining a nutritious diet throughout pregnancy, and indeed at all
times, is emphasised during prenatal classes. The women who participated in the study
showed a significant change in dietary habits. The mean scores which resuhed from a
description of their daily typical diet remained static from pre to post-test. However, at
follow-up the mean score dropped significantly. The obvious decline in the quality of the
participant's diet may be due to women's priorities changing with the birth of the baby.

As caring for a newborn child is a time of uncertainty and consumes much of the day,
new mothers tend to put the baby ahead of their own needs. The priority of new mothers
is with the baby rather than themselves, a shift from egocentricity occurring. One way in
which this may have been demonstrated was through a decline in the preparation of
regular, nutritious meals.

Together with advice on diet, appropriate levels of alcohol consumption are stressed for a
healthy pregnancy and post-natal period. The detrimental effects of alcohol on the
developing fetus is well documented (Beischer & Mackay, 1986; Weisberg, 1984). In
order to minimise these effects women are advised not to drink alcohol during pregnancy.
No significant difference was seen in the amount of beer or spirit consumption of the
participants. However, significance did emerge in relation to wine and total alcohol
consumption. The means for these two areas remained static from pre to post-test. At
follow-up a lower mean score was seen contributing to the level of significance on
comparison of the means. As the "dangers" of alcohol consumption to a developing fetus
were no longer a threat post-natally, the participants had resumed social drinking at the
time of follow-up.

Smoking too has detrimental effects of the developing fetus (Naeye, 1981). The study
revealed no significant difference in the number of cigarettes smoked by the participants.
Small differences were seen in the means from pre-test to follow-up, however, there was
no indication that attendance at prenatal classes made an impact on smoking behaviour.

The prenatal classes attended by the participants did not impact on their driving
behaviour. Upon close scrutiny of the means of the three tests, minor differences in the
means were to be seen. However, when analysed for significance, none emerged. In all
but exceeding the speed limit, near perfect scores were achieved by the participants.
Considering the severe penalties for breeches of the law in regard to drug and alcohol use
while driving, together with the media campaigns waged by govemment authorities, it is
no surprise that such high mean scores resulted. This may account for the lack of
significant differences in the practice of seat belt use, and driving under the influence of
drugs or alcohol.

No change in the speeding habits of the participants was revealed from the study. The
reason for the lack of change, may be that the driving practices of the participants had
developed over many years, and that change through exposure to prenatal classes was
unrealistic, considering the other forms of educational exposure through the media.

The overall gain in knowledge was demonstrated by an increase in the mean scores of
clients participating in the study. Husband (1983) found a rise of 10% in mean scores
when participants in the study were tested on knowledge gained through prenatal
education. This study had similar results with a rise of 8% from pre to post-test and a
further gain of 3.5% at follow-up. From pre-test to follow-up the accrued gain in scores
was 11.5%.

When the individual knowledge questions were analysed a significant gain in scores was
only found in questions related to pelvic floor exercises and the progress of labour.

Available supportive literature related to these specific areas was unable to be found. As
childbirth is probably the first physiological event in a woman's life where the pelvic
floor muscles are stressed, it is no surprise that a lack of knowledge regarding this topic
existed prenatally.
As the majority of women who attend prenatal classes only did so for the preparation for
the birth of their first child, prenatal knowledge of the appropriate time to attend labour
ward was limited. The study results showed that participants had a significant gain in
knowledge post-natally in this area. One of the focuses of prenatal education is the
preparation for the birth of the child. Contemporary prenatal education encourages the
woman to stay at home for as long as the woman feels comfortable and in control of her
labour. Therefore, a significant increase in knowledge related to staying at home in the
early stages of labour would be expected after attendance at a series of prenatal classes.
After the physiological experience of childbirth, the level of participants' knowledge at
follow-up was virtually unchanged which was taken as an indicator of success of the
curriculum.
Much of the literature reviewed concentrated on one aspect of knowledge gain from
attendance at prenatal classes (Bliss-Holtz, 1988; Trust & Oatley, 1984). Consequently
little comparison could be made from the study undertaken. What was evident was that
the clients' level of knowledge regarding pregnancy, childbirth, and parenting did
increase.
The developed Prenatal Education curriculum was viewed favourably by educators and
their clients. The curriculum was found to be a valuable document and required few
changes as a result of its evaluation. Overall the aims and objectives were \ iewed as
realistic and achievable, the content as appropriate, and references and resources as
relevant and useful. The draft curriculum has been modified (Appendix H, page 225) to
reflect the evaluation.

Minor changes in attitudes, health behaviours and knowledge regarding pregnancy and
parenting occurred over the duration of this study. Examination of means for attitudes
showed very small increases in some statements at the time of follow-up, however,
significance was only revealed in two of the statements. What is important is that the
means scores did not change in a negative direction. Therefore, it can be stated that
although the prenatal classes did not make a large impact in changing attitudes of the
participants, their attitudes did not lessen in quality.
When the means for health behaviours were aggregated and grouped into topics any
changes which occurred between the pre and post-test were not maintained at the time of
follow-up. Like attitudes, health behaviours are developed over time. The women
participating in the study had acceptable health behaviours prior to commencing prenatal
classes. Therefore, it cannot be expected that attendance at prenatal classes is going to
impact upon the participants to any significant level.
Prior to participating in the study a number of educators did not have a prenatal
curriculum from which to work. This fact contributed to the acceptance of the curriculum
by the educators. Both novice and experienced prenatal educators found the draft
curriculum beneficial when preparing, delivering, and evaluating prenatal classes.
Recommendations
On the basis of the findings of this study the following recommendations are made in
order to enhance further study into the area of prenatal education curriculum development
and evaluation:
1. A similar study should be considered with data collection commencing soon after
the confirmation of the pregnancy, rather than at the commencement of the
prenatal classes.
2.
Demographic data of the participants should be collected.

3.

Analysis of links between attitudes, behaviours and knowledge for discrete topics
should be made.

The following recommendations are made for action:
1.

The findings of this study should be communicated to prenatal professionals for
consideration.

2.

The use of more sophisticated data collection instruments should be used.

3.

The final curriculum document should be offered for use by the midwifery
profession.
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Introduction
The transition to parenting is a critical point in the development of a person's life.
Increasingly parents want to have some control in the process of birthing their baby.
The degree to which they sense that control and have realistic expectations about what
to expect during childbirth will affect their positive or negative feelings towards the
birth experience. Early bird classes and pre-natal classes in pregnancy can allay
anxiety and provide information about physiologic and emotional changes (Tegtmeiere
and Elsea 1984). Post-natal classes provide information on effective parenting and
child development. All types of classes provide necessary and relevant information for
expectant parents and support for the expectant family while allowing the exchange of
ideas and the airing of fears in a non-threatening situation.
Rationale for Common Curriculum
Pre-natal education was first established in the Illawarra in 1962. In the past 10 years
there has been a gradual expansion of pre-natal classes, and at present the whole
geographic area of the Illawarra is covered. In November 1986, a workshop was
conducted at the University of Wollongong whereby all pre-natal educators in the
Illawarra had the opportunity to come together and share resources and concerns
regarding pre-natal education.
One of the major concerns expressed at the workshop was the lack of commonality of
pre-natal education courses. Since the inception of pre-natal education, the education
agencies have worked independentiy of each other thus predisposing the development
of courses to suit their needs. However, such programmes could not be considered
suitable as a generic course which could provide a blueprint for the future of pre-natal
education. The development of a common curriculum could allay the expressed
concern of the midwife who finds herself asked to set up pre-natal classes or to
continue the classes of another colleague. Often the midwife has not been involved in

pre-natal education in the past and has difficulties in finding and using a suitable
curriculum. A common curriculum would be an invaluable tool for midwives who
find themselves in such a situation. Thus, it was the opinion of the meeting that a
common curriculum should be developed which would meet the needs of pre-natal
educators and their clients, and could be implemented throughout the Illawarra area.
Such a task was undertaken.
The developed curriculum covers all aspects of maternal education and could be
presented without alteration but at the same time it has a degree of flexibility which
allows the needs of the individual clients to be met. A variety of strategies may be
incorporated to achieve the specific objectives of the curriculum. The strategies used
will be dependent on the background and expertise of the educator.

Philosophy
The philosophy underpinning the development of the curriculum has concepts of
family-centred maternity care as expressed by McKay and Phillips (1984). These
concepts include introducing the clients to assertiveness, making informed decisions
regarding their care and exploring the realities of life as a family.
Pre-natal educators provide an education programme with an emphasis on familycentred maternity care. Maternity educators treat the cleint and their support person as
individuals. The philosophy of pre-natal educators is broad, accepting and
comprehensive and its foundation is the concept that informed people make appropriate
decisions about their own care. All their efforts are designed to promote the maximum
health, safety and welfare of mother, baby and other family members, while enhancing
their child bearing experience.
Parents are provided with the psychological and physical coping skills for the
labouring period. Care giving and parenting skills are taught to individuals in a

parenting role so that confidence is gained in the ability to care for the infant. The
clients' inner resources are strengthened to help them in their early parenting role.

Types of Classps
Content for the development of three categories of pre-natal classes are incorporated in
the curriculum.
Early t)ird gl^?.^^^ catering for the client in the early weeks of pregnancy,
Pre-natal classes catering for the client in the third trimester of pregnancy, and
Ppgt-n^t^l Pte^ggs^ which are offered to clients approximately eight weeks following the
birth of the baby.
Clients are encouraged to participate in the full package. However, because of lack of
time or lack of knowledge about the total available package, many clients elect to attend
the pre-natal classes only.

Teaching Strategies
The strategies for conducting the classes are adopted according to the individual
educators' preference, their professional background and clinical experiences, the
nature of the material, the availability of resources and the nature of the clients. The
material provided to clients is able to be organised according to the background and
interest of both clients and educators. Classes are conducted in small groups. The size
of the group is a maximum of ten couples or fifteen single clients. Group size is
dependent upon the agency responsible for the classes and on occasion larger groups
may be necessary due to demand. The group processes used are dependent on the
individual educator. However, whatever group processes and strategies are used the
clients should be made to fee relaxed and a trusting environment developed, allowing
the course objectives to be met. The knowledge base of clients is identified at the
commencement of each module, and that base is developed and supplemented by the
educator.

E A R L Y BIRD CLASSES

INTRQDUCTTON
Early bird pre-natal education classes are designed to meet the needs of clients during
the early weeks of pregnancy. Each client will have specific health needs which when
met may enchance and ensure an uneventful pregnancy.

In the early weeks of

pregnancy health habits that may have a detrimental effect on the developing fetus and
matemal wellbeing may be changed.

A relaxed environment for classes is essential to ensure the client does not feel
threatened and is comfortable in asking questions and sharing information with the
group.

It is anticipated that early bird classes will be conducted over 2, two hour sessions.

MODIJT.E i
Physiology of pregnancy.
Minor discomforts of pregnancy.
Overall Aim
To establish a base line of knowledge regarding the physiological changes of
pregnancy. To provide an awareness of the common minor discomforts associated
with pregnancy.
Specific Objectives
The objectives of module 1 are to:
1. identify any specific needs of clients.
2. identify clients' level of knowledge regarding pregnancy.
3. review fetal development.
4. review the physiological changes of pregnancy (needs/systems base).
5. identify the common physical effects/discomforts of pregnancy.
6. discuss methods to ease these discomforts.
7. prepare clients for emotional changes which may occur as a result of pregnancy.

CONTENT Module 1
Physiology of pregnancy.
Minor discomforts of pregnancy.
Identify knowledge level of clients
Overview

- female reproductive system
- male reproductive system

Fetal development, for example,
- cardiac
- sex differentiation
- movements
- swallowing
- eye development
- limbs/digits
Maternal physical changes 0 - 9 mths.
- reproductive organs
- breasts
- respiratory
- cardiovascular
- alimentary
- renal
- skin
- skeletal
- endocrine
- metabolism
Easing discomforts associated with the above changes
- from home
- when to see Doctor
Behavioural needs

- mood swings
- partner understanding/support.

I^EFElRgNCES
Beisher, N.A., & Mackay, E.V. (1986) Obstetrics and the Newborn. 2nd ed.
Saunders. Sydney.
Burnett, C.W. (1979) The Anatomy and Physiology of Obstetrics. 6th ed. Faber &
Faber. London.
Parents' Book Collective (1986) Feeling Our Way Penguin. Middlesex.
Olds, S., London, M., & Ladewig, P. (1986) Maternal-Newborn Nursing. A familycentred approach. 2nd ed. Addison-Wesley Publishing Co., California.
Scher, J. (1986) Pregnancy: Eyervthing you need to know. Penguin. Middlesex.
Solomon, E.P., & Dayis, P.W. (1983) Human Anatomy and Physiology. Saunders
College Publishing. New York.
RESOTIRCKS
General practitioner
Midwife
Obstetrician.

MOPULK 2
Maintaining a healthy pregnancy.

Overall Aim
To provide clients with information and guidelines that will assist to maintain optimal
health during pregnancy for mother and fetus.
Specific Ohiectives
The objectives of module 2 are to:
1.

identify nutritional needs for the growing fetus and mother.

2.

advise clients on suitable clothing for pregnancy.

3.

advise and demonstrate exercises for maintaining a healthy pregnancy.

4.

assist the clients with developing skills for relaxation.

5.

identify health habits that may be detrimental to fetal/matemal well being.

6.

give advice regarding the dangerous effects on the fetus of drugs, alcohol and
smoking etc.

7.

prepare clients for sibling involvement.

8.

outline the importance of attending pre-natal classes later in the pregnancy.

9.

discuss the importance of choosing the obstetrician/midwife who is right for the
client.

10.

outline the birth options available in the Dlawarra.

CONTENT Module 2
Maintaining a healthy pregnancy.
Diei

- daily requirements
protein
fat
carbohydrates
iron/calcium
vitamins
fibre
- advice re: food choices, food types for pregnancy.
supplements (iron and folic acid)

Exercise

- normal exercise needs
walking
swimming
- dangerous sports
- exercises specifically for pregnancy
pelvic floor
stretching
back care/good posture

Rest

- rest/sleep requirements
- relaxation exercise (self therapy)

Clothing

- matemity brassiere, correct fitting
- shoes

Employment

- to continue or not
- matemity leave

Sgxy^ rglatipnghip

early pregnancy
2nd and 3rd trimester
sexuality

Midwife/medical vists

- need / why go
- frequency of visits
- routine procedures

Drugs

- what is safe?

Smoking

- effects on fetus
- try to give up - Quit for Life.

Alcohol

- how much is dangerous.

Caffeine

- review daily consumption.

Hygiene

Elimination

- changing needs
increase showering?
vaginal secretions.
- dental care
- breast care / nipple preparation for breastfeeding.
changing habits
- normal or not, (effects of iron)
- what to expect.

Preparation of siblings (where appropriate)
- decision on what they need to know
level of knowledge

REFERENCES
Anderson, M. (1985) Pregnancy After Thirty. Penguin. Middlesex.
Anderson, P.O. (1978) Drugs and Breastfeeding - a review. The Australian Journal
of Pharmacy.
Part 1 March 1978 pp 143 - 147
Part 2 April 1978 pp 234 - 242
Part 3 May 1978 pp 291 - 193.
Brewer, G.S., & Brewer, T. (1986) What every pre^ant women should know: The
truth about diet and drugs in pre^ancy. (Rev. ed) Penguin. Middlesex.
Butler, N.R., Goldstein, H., & Ross, E.M. (1972) Cigarette smoking in pregnancy:
its influence on birth weight and perinatal mortality. British Medical Journal. 1: pp
127 - 130.
Elkington, J. (1986) The Poisoned Womb. Penguin. Middlesex.
Harness, L. (1986) Birth. Where and How N.S.W. Horan Wall and Walker.
Sydney.
Holm, R. (1985) Pregnancy and Diet. Penguin. Middlesex.
RESOURCES
Film: Pregnancy : Caring for your unborn child. (1984) Educational Media
Australia (03) 699 7144.
Healthy Mother. Healthy Babv (1986) 2nd Ed. E.M.A.
Have a healthy babv: pregnancy. (Growing Families)

P R E - N A T A i . TT ASSFS

TNTBOPUCTION
The majority of couples/families interested in pre-natal education attend classes in the
third trimester of their pregnancy.

For this reason pre-natal classes are usually

extensive and are conducted over a 6 - 8 week period. On the average each class runs
over a 2 - 2 1/2 hour period. The emphasis of pre-natal classes has been to prepare the
client for labour, birth and the immediate post-natal period plus introducting the clients
to the language of childbirth.

As stated earlier, these modules are by no means rigid. The needs of the clients are
assessed at the commencement of each session in order to provide information which
is directed to a healthy pregnancy and uneventful childbirth. Childbirth preparation
through relaxation, stretching and exercise is introduced at the commencement of the
course and is developed further in each module.

MODULE
Family needs, level of knowledge of pregnancy.
Healthy pregnancy.

Overall Aim
To review the physiology of pregnancy and assess the group's/clients' individual
needs.

Spgçifiç Oi?jgçtiygs
The objectives of module 3 are to:
1.

assess the clients' level of knowledge in relation to pregnancy.

2.

review the physiology of pregnancy.

3.

assess the particular health needs of clients.

4.

identify the role of the partner during the child bearing period.

5.

give advice on preparation for confinement.

6. refer clients to the reading material available.
7.

introduce clients to stretching, relaxation and exercises for childbirth.

CONTENT

Modules

Family needs, level of knowledge or pregnancy.
Healthy pregnancy.
Reactions to pregnancy

- feelings
- changing emotions
- expected effects on family relationship.

Review physiology of pregnancy (needs/systems approach)
Health needs - review factors which affect health maintenance.
- smoking
- alcohol
- drugs
- exercise/rest
See Module 2
Childbirth preparation

Confinement preparation

- developing a positive attitude to pain
stretching exercises
natural breathing awareness
working with your body
-

nursery furniture
clothing - mother/baby
safety - home & car
what to take to hospital

REFERFNCFS
See Module 2
Fallows, C. (ed) 1987 My Baby. Australia's Parent and Children Magazine.
Sydney.
N.S.W. Health Department. Pregnancy Care.
N.S.W. Health Department. (1983) Our Babies. State Health Publication. Sydney.
RESOURCES
Physiotherapists
Maternity Units.
Film:

Pregnancy: Caring for vour unborn child. E.M.A.
Fetal Alcohol Syndrome. (1975) E.M.A.
Havg a he^Hhy b^t>y - prggn^ngy Pt 1.

Slide set:

Inside my Mom.

MODTJT.E m
Labour
Overall Aim

To provide clients with realistic expectations of labour.
Specific Objectives
The objectives of module 4 & 5 are to:
1. give an overview of the physiology of labour.
2. discuss the signs of approaching labour.
3. review the admission procedure to labour ward.
4. promote an understanding of the clients' role during labour.
5. promote an understanding of the partners' role during labour.
6. promote active relaxation skills.
7. promote positive attitudes to labour pain.
8. discuss the role of the midwife and obstetrician during labour.
9. discuss the varieties of "normal" labour and their deviations.
10. stress to the clients the importance of a live healthy baby as the optimum outcome
of labour.

CONTENT Module 4/5
Labour
Physiology

- stages
- mechanisms

Apprp^çhing l^bpyr

- behaviour changes
- true and false signs
- when to go to hospital or call the midwife

Labour admission

- procedure in various hospitals
- shave/enema
- what to take to labour ward

Childbirth preparation
Relaxation / breathing / active birth
- developing a positive attimde to pain
stretching exercises
natural breathing awareness
working with your body
- confidence building
assertion
birth plan (signed by obstetrician)
- 'normal labour'
visualization /contraction practice
- right environment
planning
active participation of support person
Dealing with anxietv
Midwife / Obstetrician

- roles
- support
- active participation at birth

Deviations*
- intravenous infusions
- pain relief
relaxation
nitrous oxide
pethidine
epidural
- episiotomy / tear / repair

inductions / sytocinon
A.R.M.
prostaglandins
fetal monitoring
posterior presentation
forceps
caesarean

* It is up to the individual educator to include 'appropriate' deviations in a discussion.

REFERFNCFS
Balaskas, J., (1983) Active Birth. Unwin Paperbacks. London.
Beischer, N.A., & Mackay, E.V., (1986) Obstetrics and the Newborn. 2nd ed.
Saunders. Sydney.
Brook, D., (1986) Nature Birth. 2nd ed. Penguin. Middlesex.
Furuhjelm & Nilsson (1982) A Child is Bom. Penguin. Middlesex.
Harness, L., (1986) Birth. Where and How N.S.W. Horan, Wall and Walker.
Sydney.
Kitzinger, S., (1987) The Experience of Childbirth. Penguin. Middlesex.
Odent, M., (1985) Entering the Worid. Penguin. Middlesex.
Olds, et al (1984) Maternal-Newborn Nursing. A family-centered approach. 2nded.
Addison-Wesley Publishing Co. California.
pgSOURCgsS
Labour ward visit.
Midwives, Physiotherapists.
Film:

Sharing the Jov of Birth (1983) Ruffles
Special Cases. E.M.A.
Have a Healthy Bab v. Labour & Delivery.

MODULE 6

Newborn

Qyçrall Aiiyi
To familiarise clients with the appearance and needs of the neonate.

Spgçjfiç Objgçtiyçs
The objectives of module 6 are to:
1.

discuss normal characteristics of the newbom.

2.

discuss the physiological needs of the newbom.

3.

discuss some common minor disorders of the newbom.

4.

discuss some unexpected neonatal outcomes, (e.g. Prematurity).

CONTENT Module 6
Newborn
Normal characteristics
Physiological needs

- vital statistics (size, weight etc.)
- umbilical stump
- nutrition - feeding (module 7)
- elimination
meconium
changing stools
wet nappies
- warmth
clothing
rugs
draughts
weather changes
- comfort
cuddling
talking
attachment/bonding
- safety
clothes (pins)
mobility of newborn
home/travel
position in cot
bathing

Minor disorders*
- milia
- skin tags
- umbilicus
- squint
- sucking blisters
- breast engorgement
- pseudo-period

-

caput
cephalhaematoma
forcep marks
jaundice
cyanosis
dislocated hips
talipes

* these are examples, it is up to the discretion of the educator to discuss an appropriate
selection with the group.
Circumcision.

REFERF.NrFS
Department of Health N.S.W. (1983) Our Babies. State Health Publication.
Sydney.
Fallows, C. (ed) (1987) My Baby. Parents and Children Magazine. Sydney.
Vulliamy, D.G. (1982) The Newborn Child. 5th ed. Churchill Livingston.
Edinburgh.
RESOURCES
Baby Health Nurses
Midwife, Paediatric nurse. Paediatrician.
Film: Your baby's first davs. (1980) E.M.A.
The Newborn. Johnson & Johnson.
Bathing Bab v. Johnson & Johnson.
Video: Bathing Relaxation (Burley) Paddington.

Feeding
Overall Aim
To provide information which will enable clients to make an appropriate decision on
infant feeding.

Specific
The objectives of module 7 are to:
1.

identify infant feeding preferences of the group.

2.

review breast/nipple preparation for successful breastfeeding.

3.

review the physiology of lactation.

4.

discuss infant attachment to breast.

5.

discuss demand feeding.

6.

discuss pros and cons of breast/artificial feeding.

7.

discuss formula and artificial feeding needs.*

* Objective 7 need only be fulfilled according to the needs of the group.

CONTKNT Module 3
Feeding
Childbirth preparation (as module 3-4)
breastfeeding* see resources
Physiology of lactation
Nipple/breast preparation
Advantages of breastfeeding
How soon do you start?
breastfeeding in hospital
What happens when I get home?
Preventing feeding difficulties and nipple discomfort
Emotional attitudes, feelings towards breastfeeding
Storing breast milk.
Artificial Feeding (if appropriate)
Making the choice
Types of formula
Equipment needed and its care
Judging baby's needs.

REFERENrFS
Ellis, DJ. (1983) Needs of the breastfeeding dyad: how nurses can assist. The
Australian Journal of Advanced Nursing. 1 (1) p 38 - 40.
Kitzinger, S. (1980) The Experience of breastfeeding. Penguin. Middlesex.
Llewellyn-Jones, D. (1983) breastfeeding: How to succeed. Penguin. Middlesex.
N.H. & M.R.C. (1985) Report of the Working Party on Implementation of the WHO
International Code of Marketing of Breast-milk substitutes. Australian Government
Publishing Service. Canberra.
Nursing Mothers' Association of Australia, publications.
RESOURCES
* it is advised to use the services of the Nursing Mothers' Association of Australia in
presenting this module.
Nursing Mothers' Association of Australia (Ulawarra)
Baby Health Clinics
Film: breastfeeding what a wonderful thing to do
Video: Beginning breastfeeding C.E.A.
breastfeeding: the lasting gift C.E.A.
The bond of Breastfeeding.

MODTIT.F «

Going home with baby.

Overall aim

To develop an understanding of the skills required for mothercraft.

Specific Objggtivgs
The objectives of module 8 are to:
1.

develop an awareness in handling new baby.

2.

discuss maintenance of personal hygiene for infant protection.

3.

develop beginning skills in mothercraft.

4.

discuss the expectations of life as a family.

CONTENT

Modules

Going home with baby
Childbirth preparation (as module 3 - 4 )
Handling babv
Pgrson^l hygigng

breast care
hand care

Mothercraft

nappy changing / methods / how often
cleaning genital area
baby bathing
positioning
umbilical care 0 - 1 4 days
sensory stimulation
baby massage (demonstration)

Family involvement

what can dad do?
what about other family members?
household demands - changing expectations.

How can I tell my Mum I'd rather do it my way!

REFF.RF,NCFS
Department of Health N.S.W. (1983) Our Babies. State Health Publications,
Sydney.
Fallows, C. (ed) (1987) Mv Babv. Parents and Children Magazine. Sydney.

RESOURCES
Baby Health Clinics
Maternity Units
Film: Your baby's first dav. (1980) E.M.A.
Coming home with baby. Milton.

MOPTJI.E 9
Family needs
Overall aim
To develop an understanding of the changing needs of the family.
¡Specific
The objectives of module 9 are to:
1. develop an understanding of how mum will feel when she gets home.
2. develop an understanding of the demands baby will make.
3. understand the changes in sexuality.
4. appreciate the need for contraception and to choose the best method for the
couple.
5. identify partners' role during early months of parenting.
6. establish a social network amongst group members.

CONTENT Module 9
Family needs
Childbirth preparation (as module 3 - 4 )
Mother's needs

tiredness
nutrition/hydration
help around the home
combatting post-natal blues
"time out" needs.

B^by'? (jgrn^n^s

sleep patterns
feeding patterns
what happens when there is m pattem?

Family needs

husband
siblings (rivalry)
relatives.

ggxu^lity

changing needs
partner needs.

Contraception

immediate needs (first 6 weeks)
lactational amenorrhoea
long term outiook.

Lifestyle changes and parenting.

REFRRENCF.S
Asher, J. (1986) Silent nights for vour baby. Penguin. Middlesex.
Leach, P. (1981) Babv & Child. Penguin. Middlesex.

RESOTJRrES
Family Planning Association.
Film: One & one makes three
Billings Ovulation Method.

POST-NATAL CLASSES

TNTROPVCTTON
The immediate post-partum period is fraught with new stimuli and skills to leam. The
new mother is often tired and not always receptive to new knowledge. The postpartum period, approximately 2 - 4 months post-delivery, is often a time when the
family is more settled and learning can take place. It is often during this period that
new parents have many unanswered questions regarding child care and parenting.

Some of the questions new families have are in regard to child development,
contraception, and a need to review the birth experience often dwells upon the mind of
couples. It is anticipated that post-natal education classes will be conducted over two,
2 hour periods.

MODTIÏ.F 10
Debrief labour experience.
Child development.
Overall Aim
To develop / re-establish a supportive social network among families and to provide
retrospective information regarding the birth experience.

Specific Objgçtiyçs
The objectives of module 10 are to:
1.

provide an informal, relaxed environment for social exchange among families.

2.

facilitate the exchange of telephone/addresses among clients.

3.

promote free discussion among clients regarding their labour experiences.

4.

clear up any misunderstanding regarding the labour experience.

5.

discuss infant development to date.

6.

discuss what to expect from the infant over the next few months.

7.

assure clients of individual variations of normal child development.

8.

reinforce the need for continuing post-natal exercises.

CONTENT Module 10
Debriefing labour, child development.
Social network

- arrange copies of names and addresses.

Labour experience

- promote free discussion among clients
- allay any anxieties over experiences.

Infant development (general discussion)
- social
- psychological / behavioural
- physical
- variations from 'normal'.
Post-natal exercises (with baby).

RgFERENCE^
Berger, K.S. (1983) The developing person through the lifespan. Worth Publishers,
Inc., New York.
Burroughs, A. (1986) Bleier's Maternity Nursing. 5th ed. W.B . Saunders Co.,
Philadelphia.
Leach, P. (1985) The Parents A-Z: A gijide to children's health, growth and
happiness. Penguin. Middlesex.
Leach, P. (1981) Babv & Child. Penguin. Middlesex.

RESOURCES
Physiotherapists.
Baby Health Clinics.
Child development centre.
Film: Terrible twos and trusting threes
From birth to walking.

MODTIT.F 11

Contraception.
Community resources.

Overall Aim

To provide family planning information and discuss the community resources available
to the family.

Specific Objectives

The objectives of module 11 are to:
1.

ascertain clients' knowledge level regarding contraception.

2.

provide an overview of contraception.

3.

discuss breastfeeding and contraception.

4.

assess clients' knowledge of the availability of community resources.

5.

outline the available community resources.

CONTENT Module 11
Contraception/community resources.
Family Planning refer to module 9.
(May only need brief revision).
Open discussion on clients' needs

Community resources

-

- ? contraception prior to pregnancy
- ? continues to be appropriate
- ? changes / options.

Social Security
Baby Health
Community Health
Play groups
Parenting groups STEP, PET
Baby sitting clubs
Toy library
Extended day care/family day care
Established social network from Module 10.

REFERFNCFS
Healthright. Journal of Women's Health. Family Planning and Sexuality. J. Richter
(ed). Most issues.
RESOURCES
Family Planning Association.
Baby Health Clinics.
Community Health Centres.

BIBT.TOORAPHY
Anderson, M. (1985) Pregnancy After Thirty. Penguin. Middlesex.
Anderson, P.O. (1978) Drugs and Breastfeeding - a review. The Australian Journal
of Pharmacy.
Part 1 March 1978 pp 143 - 147
Part 2 April 1978 pp 234 - 242
Part 3 May 1978 pp 291 - 193.
Asher, J. (1986) Silent nights for vour baby. Penguin. Middlesex.
Balaskas, J. (1983) Active Birth. Unwin Paperbacks. London.
Beischer, N.A., & Mackay, E.V. (1986) Obstetrics and the Newborn. 2nd ed.
Saunders. Sydney.
Berger, K.S. (1983) The developing person through the lifespan. Worth Publishers,
Inc., New York.
Brewer, G.S., & Brewer, T. (1986) What every pregnant women should know: The
truth about diet and drugs in pregnancy. (Rev. ed) Penguin. Middlesex.
Brook, D. (1986) NaUire Birth. 2nded. Penguin. Middlesex.
Burnett, C.W. (1979) The Anatomv and Phvsiologv of Obstetrics. 6th ed. Faber &
Faber. London.
Burroughs, A. (1986) Bleier's Maternity Nursing. 5th ed. W.B . Saunders Co.,
Philadelphia.
Buder, N.R., Goldstein, H., & Ross, E.M. (1972) Cigarette smoking in pregnancy:
its i n f l u e n c e on birth weight and perinatal mortality. British Medical Journal. 1: pp
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APPENDIX B

PRE-NATAL EDUCATION
EDUCATORS' QUESTIONNAIRE.
The following questionnaire is designed to evaluate your thoughts and reactions to
the 'Pre-natal curriculum'. It would be advantageous to have your copy of the
curriculum with you when you complete the questionnaire.
MARY MARTIN
, School of Health Sciences (Nursing)
The University of Wollongong.

NAME:
EDUCATORS' CURRICULUM QUESTIONNAIRE No 1.
SECTION 1
Intro^iyctiQn
Do you feel that any additional concepts need to be covered in die introduction to
the curriculum? (Please explain)

Philosophy
The theme of the curriculum's philosophy is 'family-centered matemity care'.
How does this theme complement your personal philosophy for pre-natal
education?

What other diemes (if any) do you feel would be suitable for incorporation into
the curriculum philosophy?

What is your overall assessment of the curriculum?

Teaching strategies
Were the teaching strategies outlined sufficient?
Yes
No
If no, what other teaching strategies do you feel could be incorportated into die
curriculum?

How would you rate die pre-natal curriuculum?
Bum it
1

frame it

it's O.K.
2

3

4

5

8

9

10

Prp.nafal classes
What additional information could be included in the introduction to the pre-natal
section of the curriculum?

SECTTON 2

Module 3.

Family needs, level of knowledge of pregnancy. Healthy pregnancy.
Overall aim.
Did you find the overall aim for this module suitable?
Yes
No
If no, what changes would you like to see?

Specific objectives.
Were the specific objectives realistic for the module?
Yes
No
If no, which objectives were unrealistic?

Were you able to achieve all of the objectives?
Yes
No
If no, which objectives were not achieved and why?

What other objectives would you have liked included?

Content

In your estimation how much emphasis did you dedicate to die following areas?
Please place a tick ( ) in the appropriate column.
Mentioned Only mentioned
Dealt with
comprehensively. in passing. as client askec^
for information.

Reactions to pregnancy
- feelings
- changing emotions
- effects on family
relationship.
Physiology of pregnancy
Health needs
- smoking
- alcohol
- drugs
- exercise/rest
- diet
- sexual relationship
- caffeine
Childbirth preparation specific
to labour.
Confinement preparation eg.
- clothing
- nursery furniture.
Other (please specify)

Not
mentioned.

Reference materials
Of the references listed for module 3 which ones were sought and used by you in
teaching the programme?

Please list any references you used which were not included in the curriculum.

ReSQurc^es
Of the resources listed, which ones did you utilized?

What other resources did you use for this module?

EDUCATORS' CURRICULUM QUESTIONNAIRE No 2,
Labour.
Module 4/5
NAME:
Overall aim^
Did you find the overall aim for this module suitable?
Yes
No
If no, what changes would you like to see?

Specific objectives.

Were the specific objectives realistic for the module?
Yes
No
If no, which objectives were unrealistic?

Were you able to achieve aU of the objectives?
Yes
No
If no, which objectives were not achieved and why?

What other objectives would you have liked included?

Content
In your estimation how much emphasis did you dedicate to the following areas?
Please place a tick ( ) in the appropriate column.
Dealt with
comprehensively.

Physiology of labour
stages
mechanisms
Approaching labour
behaviour changes
true and false signs
when to go to hospital
Labour admission
Childbirth preparation
relaxation
breathing awareness
stretching
confidence building
contraction practice
planning active birth
participation of support
person
Dealing with anxiety
Role of midwife
obstetrician
Deviations (please name)

Other (please specify)

Mentioned
in passing.

Only mentioned
as client asked
for information.

Not
mentioned.

Reference materials
Of the references listed for module 4/5 which ones were sought and used by you
in teaching the programme?

Please list any references you used which were not included in the curriculum.

Resources
Of the resources listed, which ones did you utilized?

What other-resources did you use for this module?

EDUCATORS' CURRICULUM QUESTIONNAIRE No 3.
Module 6

Newborn.
Overall aim.

Did you find the overall aim for this module suitable?
Yes
No
If no, changes would you like to see?

Specific

objectives.

Were the specific objectives realistic for the module?
Yes
No
If no, which objectives were unrealistic?

Were you able to achieve all of the objectives?
Yes
No
If no, which objectives were not achieved and why?

NAME:

What other objectives would you have liked included?

Content

In your estimation how much emphasis did you dedicate to the following areas?
Please place a tick ( ) in the appropriate column.
Dealt with
Mentioned Only mentioned
comprehensively. in passing. as client asked
for information.

Childbirth preparation
Normal appearance of baby
vital statistics
Physiological needs
elimination
warmth
comfort
safety
Minor disorders (please Hst)

Circumcision
Other (please specify)

Not
mentioned.

Reference materials

Of the references listed for module 6 which ones were sought and used by you in
teaching the programme?

Please list any references you used which were not included in the curriculum.

Resources

Of the resources listed, which ones did you utilized?

What other resources did you use for this module?

EDUCATORS' CURRICULUM QUESTIONNAIRE No 4.
Feeding.
Overall

Module 7
aim.

Did you find the overall aim for this module suitable?
Yes
No
If no, what changes would you like to see?

Specific

ohiectives.

Were the specific objectives realistic for the module?
Yes
No
If no, which objectives were unrealistic?

Were you able to achieve all of the objectives?
Yes
No
If no, which objectives were not achieved and why?

NAME:

What other objectives would you have Hked included?

Cont^t
In your estimation how much emphasis did you dedicate to the following areas?
Please place a tick ( ) in the appropriate column.
Dealt with
comprehensively.

Childbirth preparation
Breastfeeding
Physiology of lactation
Nipple/breast preparation
Advantages of breast feeding
How soon do you start
Breast feeding in hospital
Feeding at home
Preventing discomfort and
difficulties
Emotional attitudes
Feelings towards breast
feeding
Storing breast milk
Artificial feeding
Making the choice
Types of formula
Equipment needed
Baby's needs.
Other (please specify)

Mentioned
in passing.

Only mentioned
as client asked
for information.

Not
mentioned.

Referenr.P materials

Of the references listed for module 7 which references were sought and used by
you in teaching the programme?

Please list any references you used which were not included in the curriculum.

Resources

Of the resources listed, which ones did you utilized?

What other resources did you use for this module?

EDUCATORS' CURRICULUM QUESTIONNAIRE No 5.
Going home with baby.
Module 8
NAME:
Overall aim.
Did you find the overall aim for this module suitable?
Yes
No
If no, what changes would you like to see?

Specific objectives.

Were die specific objectives realistic for the module?
Yes
No
If no which objectives were unrealistic?

Were you able to achieve all of the objectives?
Yes
No
If no, which objectives were not achieved and why?

What other objectives would you have liked included?

Content
In your estimation how much emphasis did you dedicate to the following areas?
Please place a tick ( ) in the appropriate column.
Dealt with
comprehensively.

Childbirth preparation
Handling baby
Personal hygiene
Mothercraft (please list)

Family involvement
parmer involvement
other family members
household demands
Handling 'excessive' advice
Other (please specify)

Mentioned
in passing.

Only mentioned
as client askecf
for information.

Not
mentioned.

Referenr.p.

materials

Of the references listed for module 8 which ones were sought and used by you in
teaching the programme?

Please list any references you used which were not included in the curriculum.

R^SQWC^^S

Of the resources listed, which ones did you utilized?

What other resources did you use for diis module?

EDUCATORS' CURRICULUM QUESTIONNAIRE No 6,
Family needs.
Module 9
NAME:
Overall aim.
Did you find the overall aim for this module suitable?
Yes
No
If no, what changes would you like to see?

Specific objectives.

Were the specific objectives realistic for the module?
Yes
No
If no which objectives were unrealistic?

Were you able to achieve all of the objectives?
Yes
No
If no, which objectives were not achieved and why?

What other objectives would you have liked included?

Content
In your estimation how much emphasis did you dedicate to the following areas?
Please place a tick ( ) in the appropriate column.
Dealt with
comprehensively.

Childbirth preparation
Mothers' needs
tiredness
nutrition/hydration
help around home
post-natal blues
'time out' needs
Babys' demands
sleep patterns
feeding patterns
no pattem!
Family needs
partner
siblings
relatives
Sexuality
changing needs
partner needs
Contraception
immediate needs
lactational amenorrhoea
long term outlook
Lifestyle changes and parenting.
Other (please specify)

Mentioned
in passing.

Only mentioned
as client asked
for information.

Not
mentioned.

Reference materials
Of the references listed for module 9 which ones were sought and used by you
in teaching the programme?

Please list any references you used which were not included in the curriculum.

Resources
Of the resources listed, which ones did you utilized?

What odier resources did you use for this module?

APPENDIX C
Authoritarive review - Prenatal Passes Questionnaire
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Senior Lecturer
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Lecturer
The University of Wollongong
Wollongong N.S.W.
Mrs S O'Brien
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APPENDIX D

NIGHTLY QUESTIONNAIRE No.l
WEEK

THEME: Knowledge of pregnancy,
healthy pregnancy.

Listed below are the topics which have been covered in today's session.
Please indicate how important you thought each of these topics were by
placing a tick ( ) in the appropriate column.
Very important
I'm glad I now
know about it.

Personal response to pregnancy
Body's response to pregnancy
Nutrition in pregnancy
Exercise during pregnancy
Rest requirements
Matemity clothes
Sexual relationship
Medical care
Drug consumption during
pregnancy
Smokmg during pregnancy
Alcohol consumption

Somewhat
important.

Not very
important
at all.

Waste
of time.

Knowledge of pregnancy, healthy pregnancy (cont).
yery important
I'm glad I now
know about it.

Caffeine consumption
Hygiene during pregnancy
Nipple care
Preparation of siblings
Confinement preparation
(furniture etc.)
Other (please indicate)

Thank you for participating in today's survey.

Somewhat
important.

Not very
important
at all.

Waste
of time,

NIGHTLY QUESTIONNAIRE No.2
WEEK:

THEME: Labour.

Listed below are the topics covered in today's session. Please indicate
how important you thought each of these topics were by placing a tick ( )
in the appropriate box.

•

Waste of time.

Not very
important
at all

•

Somewhat
important.

Waste of time.

Not very
important
at all

Somewhat
important.

•
Very important,
Tm glad I now
know about it.

Admission to labour ward (various hospitals),

Waste of time.

•

Not very
important
at all

•
Somewhat
important.

Relaxation during labour,

•

Waste of time.

•

•
Not very
important
at all

Somewhat
important.

Breathing during labour.

•

•

Very important,
I'm glad I now
know about it.

Signs of approaching labour,
•
•

•
•

•

The body's response to labour,

Wastew
ite of ume.

•

NoTvery
oTve
important
at all

•
Somewhat
important.

•

Very important,
I'm glad I now
know about it.

•
Very important,
I'm glad I now
know about it

,•
Very important,
I'm glad I now
know about it.

Labour (coni).
Exercise for pregnancy & labour,

•
Waste of time.

•

Waste of time.

•

Waste of time.

•

•

Not very
important
at all

Somewhat
important.

Contraction practice,
•

•

Not very
important
at all

Somewhat
important.

Dealing with anxiety,
•

•

Not very
important
at all

Somewhat
important.

•
Very important,
Tm glad I now
know about it.

•

Very important,
Tm glad I now
know about it.

•

Very important,
Tm glad I now
know about it.

Role of labour ward staff.

•

Waste of time.

•

Not very
important
at all

•

Somewhat
important.

•

Very important,
Tm glad I now
know about it.

Role of support person,

•

Waste of time.

•

Not very
important
at all

•

Somewhat
important.

•

Very important,
I'm glad I now
know about it.

Labour Sconti.

Pain relief during labour,

•

Waste of time.

•

Not very
important
at all

•
Somewhat
important.

•

Very important,
Tm glad I now
know about it.

Deviations from "normal" labour.

•

Waste of time.

•

Not very
important
at all

•

Somewhat
important.

Thank you for participating in today's evaluation.

•

Very important,
Tm glad I now
know about it.

NIGHTLY QUESTIONNAIRE No.3
WEEK

THEME: Newborn.

Listed below are the topics which have been covered in today's session.
Please indicate how important you thought each of these topics were by
placing a tick ( ) in the appropriate column.
Very important
I'm glad I now
know about it

What baby will look Hke.
Daily needs of the infant
Bowels and urine
Warmth and clothing
Comfort
Safety at home & away,
Minor disorders of babies.
Circumcision.
Other (please indicate)

Thank you for participating in today's survey.

Somewhat
important.

Not very
important
at all.

Waste
of time.

NIGHTLY QUESTIONNAIRE No.4

WEEK_
THEME: Infant Feeding.
Listed below are the topics which have been covered in today's session.
Please indicate how important you thought each of these topics were by
placing a tick ( ) in the appropriate column.
How the breast produces milk
Nipple preparation for breast
feeding
Pros and cons of breast feeding
Feeding in hospital
Feeding in first few weeks at
home
Emotional response to breast
feeding
Role of Nursing Mothers'
Association.
Bottle feeding
Other (please indicate)

Very important Somewhat
I'm glad I now important.
know about it

Thank you for participating in today's survey.

Not very Waste
important of time.
at all.

NIGHTLY QUESTIONNAIRE No.5
THEME: Going home with babv.
WEEK:
Listed below are the topics covered in today's session. Please indicate
how important you thought each of these topics were by placing a tick ( )
in the appropriate box.
Handling baby,

•

Waste of time.

•

Not very
important
at all

•

Somewhat
important.

•

Very important,
I'm glad I now
know about it.

Importance of personal hygiene,

•
Waste of time.

•
Not very

important
at all

•
Somewhat
important.

•

Very important,
I'm glad I now
know about it.

Mothercraft skills, changing nappies.

•
Waste o ume.

•

Not very
important
at all

•

Somewhat
important.

•

Very important,
Tm glad I now
know about it.

Bathing baby.

•
Waste of time.

•
Not very

important
at all

•

Somewhat
important.

•

Very important,
Tm glad I now
know about it.

Positioning baby,

•
Waste of time.

•
Not very

important
at all

•

Somewhat
important.

•

Very important,
I'm glad I now
know about it.

Going home with babv fcont).
Umbilical care,

•

Waste o time.

•

Waste of time.

•

Waste of time.

•

Not very
important
at all

•

Not very
important
at all

•

Not very
important
at all

•
Somewhat
important.

•

Very important,
Tm glad I now
know about it.

Playing with baby,
•
Somewhat
important.

•

Very important,
Tm glad I now
know about it.

Baby massage,
•
Somewhat
important.

•

Very important,
Tm glad I now
know about it.

Family involvement, partner's help,

•

Waste of time.

•

Waste of time.

•

Not very
important
at all

•
Not very
important
at all

•
Somewhat
important.

Other family members,
•
Somewhat
important.

•

Very important,
Tm glad I now
know about it.

•

Very important,
I'm glad I now
know about it.

Going home with baby (conti.

•

Waste of time.

•

Waste of time.

•
Not very

important
at all

Household demands,

•

Somewhat
important.

•

Very important,
Tm glad I now
know about it.

Sifting all the imformation received.

•
Not very

important
at all

•

Somewhat
important.

Thank you for participating in today's evaluation.

•

Very important,
Tm glad I now
know about it.

NIGHTLY QUESTIONNAIRE No.6
WEEK:

THEME: Needs of the new family.

Listed below are the topics covered in today's session. Please indicate
how important you thought each of these topics were by placing a tick ( )
in the appropriate box.
Mother's needs, tiredness,

•
Waste of time.

•
Not very
important
at all

•

•

Very important,
Tm glad I now
know about it.

Somewhat
important.

nutrition, fluid requirements.

•
Waste of time.

•
Not very
important
at all

•

•

Very important,
Fm glad I now
know about it.

Somewhat
important.

needing help around the home,

•
Waste of time.

•
Not very
important
at all

•
Somewhat
important.

•
Very important,
I'm glad I now
know about it.

combatting post-natal blues.

•
Waste of time.

•
Waste of time.

•
Not very
important
at all

•
Not very
important
at all

•
Somewhat
important.

need for 'time out',
•
Somewhat
important.

•
Very important,
I'm glad I now
know about it.

•
Very important,
I'm glad I now
know about it.

Needs of the new family (coni).
baby's demands, sleep patterns,

•
Waste of time.

•
Waste of time.

•

•
Not very
important
at all

Somewhat
important.

feeding patterns,
•

•
Not very
important
at all

Somewhat
important.

•
Very important,
Tm glad I now
know about it.

•
Very important,
Tm glad I now
know about it.

when there's no pattern!

•
Waste of time.

•

•
Not very
important
at all

Somewhat
important.

family needs, partner needs.

•
Waste of time.

•
Waste of time.

•
Not very
important
at all

•
Not very
important
at all

•
Somewhat
important.

siblings,
•
Somewhat
important.

•
Very important,
I'm glad I now
know about it.

•
Very important,
Tm glad I now
know about it.

•
Very important,
Tm glad I now
know about it.

Needs of the new family (cont).

•
Waste of time.

relatives and friends,
•

•
Not very
important
at all

•

Somewhat
important.

Very important,
Tm glad I now
know about it.

sexuality, changing needs.

•
Waste of time.

•

•

•

Not very
important
at all

Somewhat
important.

Very important,
Tm glad I now
know about it.

sexuality, partner's needs.

•
Waste of time.

•
Not very
important
at all

•

•
Somewhat
important.

Very important,
Tm glad I now
know about it.

contraception, immediate needs.

•
Waste of time.

•
Not very
important
at all

•

•
Somewhat
important.

Very important,
Tm glad I now
know about it.

contraception, long term needs,

•
Waste of time.

•
Not very
important
at all

•

•
Somewhat
important.

Very important,
rm glad I now
know about it.

lifestyle changes and parenting.

•
Waste of time.

•
Not very
important
at all

•
Somewhat
important.

Thank you for participating in today's evaluation.

•
Very important,
Tm glad I now
know about it.

APPENDIX E

PRE-NATAL CLASSES

RVVWW

It is now several months since you attended pre-natal classes. Please answer the
following questions regarding your thoughts on the pre-natal classes you attended.
Listed below are the major topics discussed during your pre-natal classes. Please indicate
how you would rank each topic by placing a tick in the appropriate column. If a topic
was not covered please leave it bla^.
KNOWLEDGE OF PREGNANCY

Very important.
I'm glad I leamt
aboutit. Should
be emphasised.

Important,
but I leamt
enough.

Waste of
time. No
need to
include.

Very important.
I'm glad I leamt
about it. Should
be emphasised.

Important,
but I leamt
enough.

Waste of
time. No
need to
include.

Very important,
I'm glad I learnt
about it. Should
be emphasised.

Important,
but I leamt
enough.

Waste of
time. No
need to
include.

physical changes
nutrition
exercise
smoking
alcohol
use of drugs
relationship with partner

LABOUR

body's response
signs of labour
relaxation for labour
breathing for labour
exercises for labour
coping with anxiety
role of support person
pain relief available
deviations from 'normal

NEWBORN BABY

appearance
warmth and clothing
keeping baby comfortable
keeping baby safe (home/car)
minor disorders of babies

GOING HOME WITH BABY

Very important.
I'm glad I learnt
about it. Should
be emphasised-

Important,
but I learnt
enough.

Very important,
;'m glad I learnt
about it. Should
be emphasised.

Important,
but I learnt
enough.

Waste of
time. No
need to
include.

Important,
but I learnt
enough.

Waste of
time. No
need to
include.

Waste of
time. No
need to
include.

mothercraft
nappy changing
bathing
care of umbilicus
playing with baby
baby massage
involving family with baby
coping with household demands
coping with different advice

INFANT FEEDING

how the breast prcxiuces milk
preparing nipples
pros/cons of breastfeeding
difficulties with breastfeeding
coping at home alone
Nursing Mothers' Association

NEEDS OF A NEW FAMILY

needs of mother
nutrition for mother
using help at home
post-natal blues
baby's sleep patterns
needs of partner
changing sexuality
contraception
changes in lifestyle

Very important.
I'm glad I learnt
about it. Should
be emphasised.

Please list any topics which were not covered during classes in which you would have
been interested in discussing.

Thank you for your participation in this study.
Mary Martin.

APPENDIX F

PRE-NATAL CLASSES
QUESTIONNAIRE
During the pre-natal classes you will be attending you will gain new knowledge and
skills. The following questionnaire is designed to evaluate your attitudes,
knowledge and behaviours towards health issues. Please read the instructions
carefully and make an appropriate response to each question or statement.
Thank you for participating in this study.
Mary Martin
School of Health Sciences (Nursing)
The University of WoUongong.

A pregnant woman's health, the successful development of the fetus, and health
of the newborn are known widely to be related. How important do you think
each of the following factors is in promoting the health of the average expectant
woman, fetal development, labour experience, and successful parenting.
Please rate each of the following statements from 4 possible responses. Strongly agree.
Agree, Disagree, or Strongly disagree. I have provided an example in which one response
only is circled.

E.g. Pregnant women should have periodic physical check-ups.
Strongly
Agree

Agree

^^sagr^^

Strongly
Disagree
FOR OFFICE
USE ONLY.

1.

Drinking alcohol should not worry pregnant women.
Strongly
Agree

2.

Disagree

Strongly
Disagree

The successful development of a fetus is dependent on the
mother eating a balanced diet.
Strongly
Agree

3.

Agree

Agree

Disagree

Strongly
Disagree

Parents should shape a child's behaviour from buth.
Strongly
Agree

Agree

Disagree

Strongly
Disagree

4.

Practising breathing techniques throughout labour reduces
pain.
Strongly
Disagree
Agree
Strongly
Disagree
Agree

5.

Stress experienced during pregnancy cannot be minimized.
Strongly
Disagree
Agree
Strongly
Disagree
Agree

6.

Moderate physical activity should be engaged in at least 3
times a week.
Strongly
Agree

7.

Agree

Disagree

Strongly
Disagree

Agree

Disagree

Strongly
Disagree

Agree

Disagree

Strongly
Disagree

Agree

Disagree

Strongly
Disagree

Pregnant women should get 10 hours of sleep/rest per day.
Strongly
Agree

13.

Strongly
Disagree

It is not necessary to wear a seat belt.
Strongly
Agree

12.

Disagree

Cigarette smoking during pregnancy should not be allowed.
Strongly
Agree

11.

Agree

Exercises for pregnancy should be practiced every day while
pregnant.
Strongly
Agree

10.

Strongly
Disagree

All women should aim to breast feed their babies for at least
six months.
Strongly
Agree

9.

Disagree

Pregnant women should not worry about taking iron tablets
each day.
Strongly
Agree

8.

Agree

Agree

Disagree

Strongly
Disagree

Parents should pick their baby up each time he/she cries.
Strongly
Agree

Agree

Disagree

Strongly
Disagree

FOR OFFICE
USE ONLY

It is more important to have a healthy diet during pregnancy
than at other times in your life.
Strongly
Disagree
Agree
Strongly
Disagree
Agree
15. Once the baby is bom it is akight for the mother to resume
cigarette smoking.
Strongly
Agree
Disagree
Strongly
Agree
Disagree
16. Relaxation methods should be practised once or twice a week.
Strongly
Agree
Strongly
Disagree
Agree
Disagree
17. All men should accompany their partner during labour.
Strongly
Strongly
Agree
Disagree
Disagree
Agree
18. An afternoon nap should be taken each day in the last 3 months
of pregnancy.
Strongly
Disagree
Agree
Strongly
Disagree
Agree
19. All men should be present at the birth of their child.
Disagree
Agree
Strongly
Agree

Strongly
Disagree

20. Relaxation techniques should be practised throughout labour.
Strongly
Disagree
Agree
Strongly
Disagree
Agree

FOR OFHCE
USE ONLY.

21.

Strongly
Agree
22.

Agree

Disagree

Strongly
Disagree

Agree

Disagree

Strongly
Disagree

Agree

Disagree

Strongly
Disagree

It is safer to have a doctor, rather than a midwife, deliver your
baby.
Strongly
Agree

26.

Strongly
Disagree

Knowing how to handle stress makes parenting easier.
Strongly
Agree

25.

Disagree

The law which makes it mandatory for children to be restrained
in safety car seats is a good one.
Strongly
Agree

24.

Agree

Successful child development is dependent on visting the
Baby Health Clinic.
Strongly
Agree

23.

FOR OFHCE
USE ONLY.

Fathers should be involved in all aspects of child care.

Agree

Disagree

Strongly
Disagree

For successful breast feeding, the nipples should be
toughened in the last 3 months of pregnancy.
Strongly
Agree

Agree

Disagree

Strongly
Disagree

There are many aspects of your personal lifestyle that may help maintain good
health - or may contribute to illness. The following questions are intended to
gain insights into your present health behaviour.
Please circle one response for each statement as indicated in the following example.
E.g. How often do you eat meat.

daily

-3 time^
îr week..

FOR OFHCE
USE ONLY

RELAXATION & STRESS
1.

Do you experience periods
of depression?

never

sometimes

often

2.

Do 'nerves' interfere with
your daily activities?

never

sometimes

often

3.

Do you get enough restful sleep?

often

sometimes

never

daily

sometimes

never

4.

Do you practise relaxation
techniques?

never

EXERCISE
During the typical day at work
or home, do you engage in:-

heavy
physical
work

moderate
work
(housework)

Hght
work
(desk)

How often do you engage in
exercise which leaves you
sweating?

daily

2-3 times
a week

once in
a blue
moon.

How often do you participate in
moderate physical activities
eg. golf or gardening?

daily

2-3 times
a week

once in
a blue
moon

How many times do you
participate in exercises
specifically for pregnancy?

daily

2-3 times
a week

once in
a blue
moon

FOR OFHCE
USE ONLY.

NUTRITION
On a typical day, how would you very good,
I eat a wide
describe your diet for that day?
variety of
foods
2-3 times
10. Do you eat much in the way of
per week
junk food?
daily
11. Do you snack between meals?

9.

12. What is the average number of
cans of beer you drink per week?
13. What is the average number of
30ml drinks of spirits you drink
per week?
14. What is the average number of
200ml glasses of wine you drink
per week?
15. What is your average total
number of drinks, beer, spirits
wine per week?
16. How many cigarettes do you
smoke per day?

reasonable not so awful
good
rarely
once
a week
2-3 times rarely
per week

ALCOHOL
0-2
3-5

6 or
more
6 or
more

0-2

3-5

0-2

3-5

6 or
more

0-2

3-5

6 or
more

TOBACCO
fewer
none
than 10

ten or
more

FOR OFFICE
USE ONLY.

AUTOMOBILE SAFETY
17.

How often do you exceed the
the speed limit?

never

sometimes

often

18.

How often do you wear a seat
belt?

always

sometmies

never

19.

How often do you drive under
the influence of alcohol?

never

sometimes

often

20.

How often do you drive when
your ability may be affected
by drugs?

never

sometmies

often

The following questions are designed to assess your knowledge regarding
pregnancy, child birth, and parenting.
Please circle ONE (1) answer only for each question, that is, the response which you
think is most correct.
E.g. During pregnancy the woman should:a) eat for two people
^ not eat any chocolate
eat food from the five food groups
^ t a k e multi-vitamin tablets daily.

1. Smoking during pregnancy is known to cause:a) mentally hand&capped babies.
b) smaller than average babies.
c) babies to be overdue.
d) jaundiced (yellow) babies.
2. One or two glasses of alcohol during pregnancy is likely to result in:a) drunk babies.
b) under weight babies.
c) mentally handicapped babies.
d) none of the above.
3. Taking iron tablets can:a) cause constipation.
b) prevent bleeding..
c) prevent tooth decay.
d) cause headaches.
4. It is important to alter your diet during pregnancy by:a) increasing salt intake.
b) increasing protein intake.
c) decreasing calcium intake.
d) decreasing vitamin C intake.
5.

Pelvic floor tightening exercises (Kegel exercises) should be done in
groups of five. Ideally a group of Kegel exercises should be done:a) once a day.
b) twice a day.
c) 3 times a day.
d) 5 to 10 times a day.

FOR OFFICE
USE ONLY.

FOR OFFICE

6. The practise of pelvic floor exercises:a) improves sexual satisfaction.
b) prevents urinary 'dribbling".
c) assists an easier labour.
d) all the above.
7.

Baby safety capsules are suitable for restraining an infant in a motor
vehicle until the baby reaches the age of:a) 2 months.
b) 4 months.
c) 6 months.
d) 8 months.

8. Compared to bottie fed babies, breast fed babies:a) develop a higher intellect.
b) are usually smaller and slow to develop.
c) develop fewer allergies.
d) are more contented.
9.

Women who breast feed:a) will develop stretch marks on their breasts.
b) will find it difficult to retum to full/part time work.
c) pass disease preventing cells to their baby.
d) do not need to worry about contraception for several months.

10. In comparison to artificial formula, human breast milk has a:a) higher salt level,
b) higher carbohydrate level,
c) lower calorie level,
d) lower vitamin level.
11. The average length of labour for afirstbaby is:a) 4 hours.
b) 8 hours.
c) 12 hours.
d) 16 hours.
12. Once labour commences you should stay at home until your
contractions are approximately
a) 15 minutes apart
b) 10 minutes apart.
c) 5 minutes apart.
d) 2 minutes apart.

USE ONLY

APPENDIX G
Panel of experts - Prenatal Educators
Mrs J Clout
Physiotherapist
The WoUongong Hospital
Wollongong N.S.W.
Mrs J Pirie
Certified Midwife
Kieraville N.S.W.
Ms K Komel
Registered Nurse
Albion Park N.S.W.
Mrs J Stone
Physiotherapist / Registered Nurse
Mt Kembla N.S.W.
Mrs R Evans
Certified Midwife
Kiama N.S.W.
Ms L Glorie
Registered Nurse
Bulli N.S.W.
Mrs J Dyson
Occupational Therapist
Mt Pleasant N.S.W.
Mrs E O'Gorman
Certified Midwife
Thirroul N.S.W.
Mrs B Robinson
Registered Nurse
Mangerton N.S.W.
Ms J McLean
Certified Midwife
Mt Pleasant N.S.W.
Mrs M Sheldon
Certified Midwife
MtWarrigal N.S.W.
Mrs K Davies
Certified Midwife
Wollongong Hospital N.S.W.
Mrs S O'Brien
Physiotherapist
Dapto N.S.W.

Mrs R Holberton
Certified Midwife
Woonona N.S.W.
Mrs K Graham
Certified Midwife
Kieraville N.S.W.
Mrs S de Windt
Certified Midwife
Dapto N.S.W.
Mrs Shonagh Moore
Dip. Teaching
StanwellPark N.S.W.
Mrs H Pratley
Dapto N.S.W.
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Introduction
The transition to parenting is a critical point in the development of a person's life.
Increasingly parents want to take more control in the process of birthing their baby.
The degree to which they sense that control and have realistic expectations about what
to expect during childbirth will affect their positive or negative feelings towards the
birth experience. Early bird classes and prenatal classes during pregnancy can allay
anxiety and provide information about physiologic and emotional changes (Tegtmeiere
& Elsea 1984). Post-natal classes provide information on effective parenting and child
development. All three types of classes provide necessary and relevant information for
expectant parents and support to the expectant family while allowing the exchange of
ideas and the airing of fears in a non-threatening situation.
Rationale for Cominon Curriculum
Prenatal education was first established in the Illawarra in 1962. In the past 10 years
there has been a gradual expansion of prenatal classes, and at present the whole
geographic area of the Illawarra is covered. In November 1986, a workshop was
conducted at the University of Wollongong whereby all prenatal educators in the
Illawarra had the opportunity to come together and share resources and concerns
regarding prenatal education.
One of the major concerns expressed at the workshop was the lack of commonality of
prenatal education courses. Since the inception of prenatal education, the education
agencies had worked independently of each other thus predisposing the development
of courses to suit their needs. However, such programs could not be considered
suitable as a generic course which could provide a blueprint for the future of prenatal
education. The development of a common curriculum could allay the expressed
concern of the midwife who is asked to set up prenatal classes or to continue the
classes of another colleague.

Often the midwife has not been involved in prenatal education in the past and has
difficulties in finding and using a suitable curriculum. A common curriculum would be
an invaluable tool for midwives who find themselves in such a situation. Thus, it was
the opinion of those present at the meeting that a common curriculum should be
developed which would meet the needs of prenatal educators and their clients, and
could be implemented throughout the Illawarra area. Such a task was undertaken.

The developed curriculum covers all aspects of maternal education and may be
presented with little alteration, as a degree of flexibility exits, which allows the needs
of the individual clients to be met. A variety of strategies may be incorporated to
achieve the specific objectives of the curriculum. The strategies used will be dependent
on the background and expertise of the educator.

Philosophy
The philosophy underpinning the development of the curriculum has concepts of
family-centred maternity care as expressed by McKay and Phillips (1984). These
concepts include introducing the clients to assertiveness, making informed decisions
regarding their care and exploring the realities of life as a family.

Prenatal educators believe in an education program which has an emphasis on familycentred maternity care. The educators treat the client and their support person as
individuals, and believe that informed people make appropriate decisions about their
own care. The educators promote maximum health, safety and welfare of mother,
baby and other family members, while enhancing their child bearing experience.

Parents are provided with the psychological and physical coping skills for the
labouring period. Care giving and parenting skills are taught to individuals in a

parenting role so that confidence is gained in the ability to care for the infant. The
clients' inner resources are strengthened to help them in their early parenting role.

Types of Classes
The content for the development of three categories of prenatal classes are incorporated
in the curriculum;
Early bird classes catering for the client in the early weeks of pregnancy.
Prenatal classes catering for the client in the third trimester of pregnancy, and
Post-natal classes which are offered to clients approximately eight weeks following the
birth of their baby.

Clients are encouraged to participate in the full package when available. However,
because of lack of time or lack of knowledge about the total available package, many
clients may elect to attend the prenatal classes only.

Teaching Strategies
The strategies for conducting the classes are adopted according to the educators'
preference, their professional background and clinical experiences, the nature of the
material, the availability of resources and the nature of the clients. The content
provided to clients is able to be organised according to the background and interest of
both clients and educators.

It is recommended that classes are conducted in small groups. The size of the group
may be a maximum of ten couples or fifteen single clients. Group size is dependent
upon the agency responsible for the classes and on occasion larger groups may be
necessary due to demand.

The group processes used are at the discretion of the individual educator. However,
whatever group processes and strategies are used the clients should be made to feel

relaxed and a trusting environment developed, allowing the course objectives to be
met. Strategies are recommended to identify the knowledge base of clients at the
commencement of each module, and that base is developed and supplemented by the
educator. Educators are directed to a number of references and resources which may
assist them in successfully utilizing appropriate group teaching techniques.

References
Abercrombie, M.L.J. (1974) Aims and techniques of group teaching r3rd ed.)
London: SRHE
Habeshaw, S., Habeshaw, T., & Gibbs, G. (1988) 53 Interesting things to do in
your seminar and tutorials (3rd ed.) Bristol: Technical & Educational Services Ltd.
Olmstead, J.A. (1974) Small-group instruction: theory and practice
HumRRO

Virginia:

Penland P.R., & Fine, S. (1974) Group dynamics and individual development New
York: Marcell Dekker Inc.
Resources
Health promotion unit.
Local university extension services.
Adult education programs.
At the end of each module a variety of references and resources is offered to the
educator. Educators are encouraged to supplement the lists with those from their own
library and to interchange references and resources between the modules.

FART.Y RTRD CLASSES
TNTRODTTrTTON
Early bird prenatal education classes are designed to meet the needs of clients during
the early weeks of pregnancy. Each client will have specific health needs which when
met may enchance and ensure an uneventful pregnancy. In the early weeks of
pregnancy health habits that may have a detrimental effect on the developing fetus and
maternal wellbeing may be changed.
A relaxed environment for classes is essential to ensure the client does not feel
threatened and is comfortable in asking questions and sharing information with the
group.
It is anticipated that early bird classes will be conducted over two, two hour sessions.

MOPUI.E 1
Physiology of pregnancy.
Minor discomforts of pregnancy.
Qygrall Am
To establish a base line of knowledge regarding the physiological changes of
pregnancy. To provide an awareness of the common minor discomforts associated
with pregnancy.
Specific Objectives
The objectives of module 1 are to:
1. identify any specific needs of clients.
2. identify clients' level of knowledge regarding pregnancy.
3. review fetal development.
4. review the physiological changes of pregnancy (needs/systems base).
5. identify the common physical effects/discomforts of pregnancy.
6. discuss methods to ease these discomforts.
7. prepare clients for emotional changes which may occur as a result of pregnancy.

CONTENT Module 1
Physiology of pregnancy.
Minor discomforts of pregnancy.
Identify knowledge level of clients
Overview - female reproductive system
- male reproductive system
Fetal development, for example,
- cardiac
- sex differentiation
- movements
- swallowing
- eye development
- limbs/digits
Maternal phvsical changes 0 - 9 mths.
- reproductive organs
- breasts
- respiratory
- cardiovascular
- alimentary
- renal
- skin
- skeletal
- endocrine
- metabolism
Rasing discoTnfnrts associated with the above changes
- from home
- when to see Doctor
Rph^vionral needs

- mood swings
- partner understanding/support.

REFERENCES
Beisher, N.A., & Mackay, E.V. (1986). Obstetrics and the newborn (2nd ed.)
Sydney: Saunders.
Burnett, C.W. (1979). The anatomy and physiology of obstetrics. (6th ed.) London:
Faber & Faber.
Parents' Book Collective (1986). Feeling our way Middlesex: Penguin.
Olds, S., London, M., & Ladewig, P. (1986). Maternal-newborn nursing. A familycentred approach. (2nd ed.) Menlo Park: Addison-Wesley Publishing Co.
Scher, L (1986). Pregnancy: Eyerything you need to know. Middlesex: Penguin.
Solomon, E.P., & Dayis, P.W. (1983). Human anatomy and physiology. New York:
Saunders College Publishing.
RESOURCES
General practitioner
Midwife
Obstetrician.

MODULE 2
Maintaining a healthy pregnancy.
QygraU Aim
To provide clients with information and guidelines that will assist to maintain optimal
health during pregnancy for mother and fetus.
Spççîfiç 0<?j>çtiv?s
The objectives of module 2 are to:
1. identify nutritional needs for the growing fetus and mother.
2. advise clients on suitable clothing for pregnancy.
3. advise and demonstrate exercises for maintaining a healthy pregnancy.
4. assist the clients with developing skills for relaxation.
5. identify health habits that may be detrimental to fetal/maternal well being.
6. give advice regarding the dangerous effects on the fetus of drugs, alcohol and
smoking etc.
7. prepare clients for sibling involvement.
8. outline the importance of attending prenatal classes later in the pregnancy.
9. discuss the importance of choosing the obstetrician/midwife who is right for the
client.
10. outline the birth options available in the Illawarra.

CONTENT Module 2
Maintaining a healthy pregnancy.
Diet
- daily requirements
protein
fat
carbohydrates
iron/calcium
vitamins
fibre
- advice re: food choices, food types for pregnancy.
supplements (iron and folic acid)
Exercise - normal exercise needs
walking
swimming
- dangerous sports
- exercises specifically for pregnancy
pelvic floor
stretching
back care/good posture
Rest
- rest/sleep requirements
- relaxation exercise (self therapy)
Clothing - matemity brassiere, correct fitting
shoes
Emplovment - to continue or not
- matemity leave
- early pregnancy
Sexual relationship
- 2nd and 3rd trimester
- sexuality
- need / why go
Midwife/medical vists
- frequency of visits
- routine procedures
- what is safe?
Drugs
Smoking - effects on fetus
- try to give up - Quit for Life.
Alcohol
raffeine

- how much is dangerous.
- review daily consumption.

Hygiene

- changing needs
increase showering?
vaginal secretions.
- dental care
- breast care / nipple preparation for breastfeeding.

Elimination changing habits
- normal or not, (effects of iron)
- what to expect.
Preparation of siblings (where appropriate)
- decision on what they need to know
level of knowledge

REFERENCES
Anderson, M. (1985). Pregnancy after thirty. Middlesex: Penguin.
Anderson, P.O. (1978). Drugs and Breastfeeding - a review. The Australian Journal
of Pharmacy.
Part 1 March 1978 : 143 - 147
Part 2 April 1978:234-242
Part 3 May 1978 : 291 - 193.
Brewer, G.S., & Brewer, T. (1986). What every pregnant women should know: The
truth about diet and dni^s in pre^ancv. (rev. ed) Middlesex: Penguin.
Butler, N.R., Goldstein, H., & Ross, E.M. (1972). Cigarette smoking in pregnancy:
its influence on birth weight and perinatal mortality. British Medical Journal. 1: 12713
Elkington, J. (1986). The poisoned womb. Middlesex: Penguin.
Harness, L. (1986). Birth. Where and how N.S.W. Sydney: Horan Wall and
Walker.
Holm, R. (1985). Pregnancy and diet. Middlesex: Penguin.
RESOURCES
Film: Pregnancy : Caring for your unborn child. (1984) Educational Media
Australia (03) 699 7144.
Healthy mother, healthy babv (1986) 2nd Ed. E.M.A.
Have a healthy baby: pregnancy. (Growing Families)
Health promotion unit.
National Heart Foundation.

PRENATAL CLASSES

INTRODUCTION
The majority of couples/families interested in prenatal education attend classes in the
third trimester of their pregnancy. For this reason prenatal classes are usually
extensive and may be conducted over a six to eight week period. On the average each
class runs over a two to two and a half hour period. The emphasis of prenatal classes
is to prepare the client for labour, birth and the immediate post-natal period together
with introducing the clients to the language of childbirth.

As stated earlier, these modules are by no means rigid. The needs of the clients are
assessed at the commencement of each session in order to provide information which is
directed to a healthy pregnancy and an uneventful childbirth. Childbirth preparation
through relaxation, stretching and exercise is introduced at the commencement of the
course and is developed further in each module.

MODULE 3
Family needs, level of knowledge of pregnancy.
Healthy pregnancy.

Overall Aim
To review the physiology of pregnancy and assess the individual needs of the
group/client.

Specific Objectives
The objectives of module 3 are to:
1.

assess the client's level of knowledge in relation to pregnancy.

2.

review the physiology of pregnancy.

3.

assess the particular health needs of clients.

4.

identify the role of the partner during the child bearing period.

5.

give advice on preparation for confinement.

6.

refer clients to appropritate reading material.

7.

introduce clients to stretching, relaxation and exercises for childbirth.

CONTENT Module 3
Family needs, level of knowledge of pregnancy.
Healthy pregnancy.
Reactions to pregnancy
- feelings
- changing emotions
- expected effects on family relationship.
Review physiology of pregnancy (needs/systems approach)
Health needs - review factors which affect health maintenance,
smoking
alcohol
drugs
exercise/rest
Childbirth preparation (further developed in module 4/5)
- developing a positive attitude to pain
- stretching exercises
- natural breathing awareness
- working with your body
Confinement preparation (Needs analysis should elicit which of the following
content areas are relevant to the group)
-

nursery furniture
clothing - mother/baby
safety - home & car
what to take to hospital

N B. Refer to module two for a more comprehensive outiine of the content aimed at
maintaining a health pregnancy.

REFERRNCES

See Module 2

Fallows, C. (ed.). (1987). My baby. Sydney: Australia's Parent and Children
Magazine.
Gaskin, I.M. (1978). Spiritual midwifery. New York: Book Publishing.
N.S.W. Health Department. (1985). Pregnancy care. Sydney: State Health
Publication.
N.S.W. Health Department. (1983). Our babies. Sydney: State Health Publication.
Robertson, A. (1989). Preparing for childbirth. Sydney: Allen & Unwin.
RESOURCES
Physiotherapists
Maternity Units.
Film: Pregnancy: Caring for your unborn child. E.M.A.
Fetal alcohol syndrome. (1975) E.M.A.
Haye a healthy baby - pregnancy Pt 1.
Slide set: Inside my Mom.
Health promotion unit.
National Heart Foundation.

MODULE 4/5
Labour

Overall Aim
To provide clients with realistic expectations of labour.

Specific Objectives
The objectives of module 4 & 5 are to:
1.

give an overview of the physiology of labour.

2.

discuss the signs of approaching labour.

3.

review the admission procedure to delivery suite.

4.

promote an understanding of the client's role during labour.

5.

promote an understanding of the partner's role during labour.

6.

promote active relaxation skills.

7.

promote positive attitudes to labour pain.

8.

discuss the role of the midwife and obstetrician during labour.

9.

discuss the varieties of "normal" labour and their deviations.

10.

stress to the clients the importance of a live healthy baby as the optimum outcome
of labour.

CONTENT Module 4/5
Labour
N.B. It is recommended that the content of this module be spread over two weeks.
More time may be required for some groups.
Physiology

- stages
- mechanisms

Approaching labour

- behaviour changes
- true and false signs
- when to go to hospital or call the midwife

Labour admission

- procedure in various hospitals
- shave/enema
- what to take to delivery suite

Childbirth preparation
Relaxation / breathing / active birth
- developing a positive attitude to pain
stretching exercises
natural breathing awareness
working with your body
- confidence building
assertion
birth plan (signed by obstetrician if required)
- 'normal labour'
visualization /contraction practice
- right environment
planning
active participation of support person
Dealing with anxietv
Midwife / Obstetrician

- roles
- support
- active participation at birth

Deviations*
- intravenous infusions
- pain relief
relaxation
nitrous oxide
pethidine
epidural
- episiotomy/tear/repair

-

inductions / sytocinon
A.R.M.
prostaglandins
fetal monitoring
posterior presentation
forceps
caesarean

* It is up to the individual educator to include 'appropriate' deviations in a discussion
as determined by the group's needs.

REFERENCES
Balaskas, J., (1983). Active birth. London: Unwin Paperbacks.
Beischer, N.A., & Mackay, E.V., (1986). Obstetrics and the newborn. (2nd ed.)
London: Saunders.
Brook, D., (1986). Nature birth. 2nded. Middlesex: Penguin.
Flint, C. (1986). Sensitive midwifery. Oxford: Heinemann Nursing.
Harness, L., (1986). Birth. Where and how N.S.W. Sydney: Horan, Wall and
Walker.
Kitzinger, S., (1987). The experience of childbirth. Middlesex: Penguin.
Odent, M., (1985). Entering the world. Middlesex: Penguin.
Olds, et al (1984). Maternal-newborn nursing. A family-centered approach. (2nd
ed.) Menlo Park: Addison-Wesley Publishing Co.
Prince, J., & Adams, M.E. (1987). The psvchologv of childbirth. (2nd. ed.).
Edinburgh: Churchill Livingstone.
Stoppard, M. (1985). Pregnancy and birth book. Melbourne: Viking O'Neil.
RgSQURCES
Delivery suite visit.
Midwives, Physiotherapists.
Füm:

Sharing the iov of birth (1983) Fluffies
Special cases. E.M.A.
Have a Healthy Babv. Labour & Delivery.

MODULE
Newborn

Overall Aim
To familiarise clients with the appearance and needs of the neonate.

Specific Objectives
The objectives of module 6 are to:
1.

discuss normal characteristics of the newbom.

2.

discuss the physiological needs of the newborn.

3.

discuss some common minor disorders of the newbom.

4.

discuss some unexpected neonatal outcomes, (e.g. prematurity).

CONTENT Module 6
Newborn
Childbirth preparation continued from module 4/5.
Normal characteristics of newborn
- vital statistics (size, weight etc.)
- umbilical stump
Physiological needs

- nutrition - feeding (detailed in module 7)
- elimination
meconium
changing stools
wet nappies
- warmth
clothing
rugs
draughts
weather changes
- comfort
cuddling
talking
attachment/bonding
- safety
clothes (pins)
mobility of newborn
home/travel
position in cot
bathing

Minor disorders*
- milia
- skin tags
- umbilicus
- squint
- sucking blisters
- breast engorgement
- pseudo-period

-

caput
cephalhaematoma
forcep marks
jaundice
cyanosis
dislocated hips
talipes

* these are examples, it is up to the discretion of the educator to discuss an appropriate
selection as determined by the group's needs.
Circumcision.
I Jnexpected neonatal outcomes
Clients may ask questions regarding neonatal conditions which may require specialized
care. It may be advisable to determine if the whole group requires the information.
Occasionally a client may wish to have a private discussion with the educator regarding
such outcomes.

REFERENCES
Department of Health N.S.W. (1983). Our babies. Sydney: State Health Publication.
Fallows, C. (ed). (1987). My baby. Sydney: Parents and Children Magazine.
Geddes, M. (1989). Mother & babv. Melbourne: Viking O'Neil.
Vulliamy, D.G. (1982). The newborn child. (5th ed.) Edinburgh: Churchill
Livingston.
RESOURCES
Child Development Nurses
Midwife, Paediatric nurse. Paediatrician.
Film:

Your babv's first davs. (1980) E.M.A.
The newborn. Johnson & Johnson.
Bathing baby. Johnson & Johnson.

Video: Bathing relaxation (Burley) Paddington.

MOPULE 7

Feeding

Pygrall Aim
To provide information which will enable clients to make an appropriate decision on
infant feeding.
Specific Objectives
The objectives of module 7 are to:
1. identify infant feeding preferences of the group.
2. review breast/nipple preparation for breastfeeding.
3. review the physiology of lactation.
4. discuss infant attachment to breast.
5. discuss demand feeding.
6. discuss pros and cons of breast/artificial feeding.
7. discuss formula and artificial feeding needs.*
* Objective 7 need only be fulfilled according to the needs of the group. Individual
tuition may be required by clients not wishing to breastfeed.

CONTENT Module?
Feeding
Childbirth preparation continured. (see module 4/5)
Breastfeeding* see resources
Physiology of lactation
Nipple/breast preparation
Advantages of breastfeeding
How soon do you start?
Breastfeeding in hospital
What happens when I get home?
Preventing feeding difficulties and nipple discomfort
Emotional attitudes, feelings towards breastfeeding
Storing breast milk.
Artificial Feeding (if appropriate)*
Making the choice
Types of formula
Equipment needed and its care
Judging baby's needs.
* Educators are encouraged to familiarize themselves with the N.H. & M.R.C.
Report of the Working Partv on Implementation of the WHO International Code of
Marketing of Breast-milk substitutes.

RFFKRENCES
Ellis, D J . (1983) Needs of the breastfeeding dyad: how nurses can assist. The
Australian Journal of Advanced Nursing. 1 (1): 38 - 40.
Kitzinger, S. (1980) The experience of breastfeeding. Middlesex: Penguin.
Llewellyn-Jones, D. (1983) Breastfeeding: How to succeed. Middlesex: Penguin.
N.H. & M.R.C. (1985) Report of the working party on implementation of the WHO
international code of marketing of breast-milk substitutes. Canberra: Australian
Government Publishing Service.
Nursing Mothers' Association of Australia, publications.
Stanway, P., & Stan way, A. (1983). Breast is best. London: Pan Books.

RF.SOURCES
* educators are advised to use the services of the Nursing Mothers' Association of
Australia in presenting this module.
Nursing Mothers' Association of Australia
Child Development Centres
Film: Breastfeeding what a wonderful thing to do
Video:

Beginning breastfeeding C.E.A.
Breastfeeding! the lasting gift C.E.A.
The bond of breastfeeding.

MODULE 8
Going home with baby.
Overall aim

To develop an understanding of the skills required for mothercraft.
Specific Objectives
The objectives of module 8 are to:
1. develop an awareness in handling new baby.
2. discuss maintenance of personal hygiene for infant protection.
3. develop beginning skills in mothercraft.
4. discuss the expectations of life as a family.

CONTENT Modules
Going home with baby
Childbirth preparation (as module 3 - 4)
Hgncjling Ipalpy
Personal hygiene
breast care
hand care
Mothercraft
nappy changing / methods / how often
cleaning genital area
baby bathing
positioning
umbilical care 0-14 days
sensory stimulation
baby massage (demonstration)
baby capsule
Car ^^fgty
child safety seat
Family involvement
what can dad do?
what about other family members?
household demands - changing expectations.
How can I tell my Mum I'd rather do it my way!

RFFFRENCES
Department of Health N.S.W. (1983). Our babies. Sydney: State Health Publications.
Fallows, C. (ed). (1987). Mv baby. Sydney: Parents and Children Magazine.
RESOURCES
Child Development Centres
Maternity Units
Film: Your baby's first dav. (1980) E.M.A.
Coming home with baby. Milton.

MODULE 9
Family needs
Overall aim
To develop an understanding of the changing needs of the family.
Specific objectives
The objectives of module 9 are to:
1.

develop an understanding of how mum will feel when she gets home.

2.

develop an understanding of the demands baby will make.

3.

understand the changes in sexuality.

4.

appreciate the need for contraception and to discuss appropriate methods.

5.

identify partner's role during early months of parenting.

6.

establish a social network amongst group members.

CONTENT Module 9
Family needs

Childbirth preparation (as module 3-4)
Mother's needs
tiredness
nutrition/hydration
help around the home
combatting post-natal blues
"time out" needs.
Baby's demands
sleep patterns
feeding pattems
what happens when there is no pattem?
Family needs
husband
siblings (rivalry)
relatives.
Sgx^^ity
changing needs
partner needs.
immediate needs (first 6 weeks)
CQntrapeptipn
lactational amenorrhoea
long term outlook.
Lifestyle changes and parenting.
Social network Clients may wish to take the opportunity to arrange a support network
for the post-natal period.

RFFKRFNCES
Asher, J. (1986). Silent nights for vour babv. Middlesex: Penguin.
Bradman, T. (1985). The essential father. London: Unwin.
Biddulp, S. (1985). The secret of happy children. Sydney: Bay Books.
Kitzinger, S. (1989). The crying baby. London: Penguin.
Leach, P. (1981). Baby and child. Middlesex: Penguin.
Stoppard, M. (1989). The first weeks of life. Melbourne: Viking O'Neil.

RESOURCES
Family Planning Association.
Film: One & one makes three
Billings ovulation method.

POST-NATAT. TT ASSFS

INTROPUCTIQN
The immediate post-partum period is fraught with new stimuli and skills to leam. The
new mother is often tired and not always receptive to new knowledge. The postpartum period, approximately two to four months post-delivery, is often a time when
the family is more settled and learning can take place. It is often during this period that
new parents have many unanswered questions regarding child care and parenting.

Some of the questions new families have are in regard to child development,
contraception, and a need to review the birth experience often dwells upon the mind of
couples. It is anticipated that post-natal education classes will be conducted over two,
two hour periods.

MODULE 10
Debrief labour experience.
Child development.
Oygrall Mm
To develop / re-establish a supportive social network among families and to provide
retrospective information regarding the birth experience.

Spgçjfîç Oi?jgçtivgis

The objectives of module 10 are to:
1. provide an informal, relaxed environment for social exchange among families.
2. facilitate the exchange of telephone/addresses among clients.
3. promote free discussion among clients regarding their labour experiences.
4. clear up any misunderstanding regarding the labour experience.
5. discuss infant development to date.
6. discuss what to expect from the infant over the next few months.
7. assure clients of individual variations of normal child development.
8. reinforce the need for continuing post-natal exercises.

CONTENT Module 10
Debriefing labour, child development.
Social network
- arrange copies of names and addresses.
Labour experience - promote free discussion among clients
- allay any anxieties over experiences.
Infant development (general discussion)
- social
- psychological / behavioural
- physical
- variations from 'normal'.
Post-natal exercises (with baby).

REFERENCES
Berger, K.S. (1983) The developing person through the lifespan. New York: Worth
Publishers, Inc.
Burroughs, A. (1986) Bleier's Maternity Nursing. (5th ed.) Philadelphia: W.B .
Saunders Co.
Leach, P. (1985) The Parents A-Z: A guide to children's health, growth and
happiness. Middlesex: Penguin.
Leach, P. (1981) Babv & Child. Middlesex: Penguin.
RESOURCES
Physiotherapists.
Child Development Centres.
Film: Terrible twos and trusting threes
From birth to walking.

MOPUT.K n
Contraception.
Community resources.

Overall Aim
To provide family planning information and discuss the community resources available
to the family.

Specific Objectives
The objectives of module 11 are to:
1.

ascertain clients' knowledge level regarding contraception.

2.

provide an overview of contraception.

3.

discuss breastfeeding and contraception.

4.

assess clients' knowledge of the availability of community resources.

5.

outline the available community resources.

CONTENT Module 11
Contraception/community resources.
Family Planning refer to module 9.
(May only need brief revision).
Open discussion on clients' needs
- ? contraception prior to pregnancy
- ? continues to be appropriate
- ? changes / options.
Community resources - Social Security
- Baby Health
- Community Health
- Play groups
- Parenting groups STEP, PET
- Baby sitting clubs
- Toy library
- Extended day care/family day care
- Established social network from Module 10.

REFERENCES
Healthright. Journal of Women's Health. Family Planning and Sexuality. J. Richter
(ed.). Most issues.
RESOURCES
Family Planning Association.
Child Development Centres.
Community Health Centres.
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APPENDIX I
STRUCTURED EVALUATION INTERVIEW
1.
2.
3.
4.
5.
6.
7.

8.
9.
10.
11.
12.

13.

Was the curriculum a useful document?
Why is it important to have a curriculum?
What did the curriculum offer that you didn't akeady have?
Did it meet your needs as an educator?
Since participating in the research program have you continued to use the
curriculum?
In what way/degree?
What improvements do you recommend for the following areas of the curriculum?
module layout
objectives
content
resources/references
Do you have any other recommendations?
What aspects of the curriculum did you find of least value?
What future developments do you feel should come out of this exercise?
Should there be a common prenatal education curriculum?
At what level would you see it's implementation
regional
state
national?
Do you have any other comments?

